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THERAPEUTIC AGENTS AND METHODS OF THEIR 
EMPLOYMENT IN THE MANAGEMENT OF 
HYPERTENSION. 


By F. H. Smirk anp E. G. McQUEEN,? 


Department of Medicine, University of Otago Medical 
School, Dunedin, New Zealand. 


WiTH the accumulation, now over a period of eight 
years, of experience in the management of hypertension, 
there hag been both a simplification and an elaboration 
in the therapeutic situation: a simplification in that the 
validity of the basic premise—the preeminent importance 
of fully adequate control of the blood pressure—has been 
amply confirmed, and an elaboration in that the number 
of effective therapeutic agents has vastly increased. Never- 
theless, amongst the now very considerable number of 
drugs available, experience has also enabled an accurate 
delineation of the roles of the various groups into which 


es fall, and an accurate partition of importance within 
hese, 


1Senior lecturer in Clinical Pharmacology. This -wo was 
carried out while working under a grant to the Departaens of 
Medicine, University of Otago, from the Life Jaserante Medical 


Research Fund of Australia and New 


This article is primarily concerned with methods of 
treatment, but the decision to institute therapy remains 
one of such fundamental importance that it must receive 
brief comment. Assessment must involve exclusion of 
pheochromocytoma, coarctation of the aorta and unilateral 
renal disease potentially susceptible to relief by surgery. 
Secondary hypertension includes that resulting from 
glomerulonephritis, pyelonephritis, Cushing’s syndrome 
etc., and in such patients hypotensive therapy may be 
modified by the nature and severity of the underlying 
lesion. Therapy will also include of course measures 
appropriate to the primary condition. Even moderately 
severe renal impairment is not a contraindication to 
therapy, but requires particular care in management as 
excessive drug action may cause excessive and prolonged 
hypotension. For the most part, however, remarks relating 
to whether the blood pressure should or should not be 
reduced apply equally to the essential and to the secondary 
forms of hypertension, as hypertension once established 
becomes itself a source of manifestations secondary to the 
raised blood pressure, no matter what its origin. 


It is seldom desirable to stop hypotensive treatment in 
a patient whose condition truly justified its commencement; 
hence the decision to start therapy requires ciose con- 
sideration. In the presence of gross secondary manifes- 
tations, such as hypertensive heart disease, severe retino- 
pathy or encephalopathy, it constitutes no problem, but 
in symptomless hypertension accompanied by relatively 
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minor clinical manifestations the decision may be particu- 
larly difficult. Findings which tend to influence towards 
treating hypertension are a high basal blood pressure and 
electro-cardiographic and radiological evidences of left 
ventricular hypertrophy and strain. ; 


THE BLoop PRESSURE. 


Under basal conditions, a casual blood pressure of 
200/120 millimetres of mercury at the doctor’s surgery may 
fall even as low as 120/90 millimetres of mercury, whereas 
in another patient with fixed hypertension the. blood 
pressure under basal conditions may fall very little, for 
example, to 180/110 millimetres of mercury. In measur- 
ing the basal blood pressure, after reassurance as to the 
simple nature of the test the patient ig put to bed over- 
night with a sedative (one and a half to three grains of 
pentobarbitone, depending on his weight). In the morning 
at about 7.30 a.m. a further one and a half grains of 
pentobarbitone are given, and at 9 a.m. the doctor or 
technician enters quietly and sits at the bedside without 
conversation, measuring the patient’s blood pressure 
repeatedly, at half-minute intervals, for a period of 15 
minutes. The test should be carried out under conditions 
of as little noise or disturbance as possible, the patient 
being in a room by himself or herself except for the 
person carrying out the test. Under these conditions the 
blood pressure usually falls much below the casual blood 


- pressure. Follow-up investigations of patients over a period 


of seven or eight years have shown that there is a high 
correlation between the level of the basal blood pressure 
and mortality, whereas the height of the supplemental 
pressure (the difference between the casual and basal) 
has very little effect on the expectation of life. A blood 
pressure of 160/90 millimetres of mercury, which would 
not seem high for a casual reading would, as a basal 
reading, point to the desirability of treatment, provided 
of course that the technique of recording is a satisfactory 
one. The significance of the basal blood pressure is 


considered = full detail elsewhere (Smirk, 


‘THERAPEUTIC Am. 


As indicated earlier, the aim of treatment should be 
reduction of the blood pressure to, and maintenance at, 
as near a fully normal level for as much of the twenty-four 
hours of every day as can possibly be attained. The degree 
of energy with which treatment must be applied varies 
with the response to therapy, but in no case in which the 
decision has been made to institute treatment can therapy 
be consider adequate unless blood pressure levels 
demonstrably fulfil the above-mentioned criteria. 


THERAPEUTIC AGENTS, 


Rauwolfia alkaloids when used alone seldom suffice to 
lower blood pressure sufficiently. Their principal use is 
ag adjuvant agents, under which heading they will be 
discussed later. 

The most powerful drugs for securing and maintaining 
adequate blood pressure control remain the ganglion- 
blocking agents. There is now a considerable variety of 
these, and since the response of individual patients to 
individual drugs may vary considerably, it is usually 
possible to find amongst them a ganglion-blocking agent 
with which a fully hypotensive effect can be achieved 
without unduly troublesome parasympathetic side effects. 
This desirable end is often greatly facilitated by a number 
of adjuvant drugs. The most important of these have 
been the rauwolfia alkaloids, but another agent which has 


only very recently become available, chlorothiazide 
(“Chlotride”, “Diuril’”), may well assume a position of 


equivalent importance: 


Ganglion-Blocking Agents. 
Ganglion-blocking agents lower blood pressure by inter- 


- ruption of vasoconstrictor nervous pathways to the 


periphery. . An inevitable concomitant of their use is 


. some degree of postural hypotension. In fact it is only 


by employment of the effect of posture that a satisfactory 


blood pressure. lowering effect is achieved. Postural hypo- 
tension is therefore hardly to be regarded as a side effect, 
undesirable. Para- 


although if excessive, it is of course 


sympathetic side effects such as dryness of the mouth, 
‘blurring of vision and constipation are almost always 
experienced in some degree. Dysuria and impotence are - 
sometimes a source of distress. With the use of adjuvant 
agents to minimize the dose of ganglion-blocking substance, 
and by the use of parasympathetic stimulants when 
necessary, side effects can usually be reduced to the point 
where they are easily tolerable. Furthermore, there is 
considerable individual variation in the response to a 
given ganglion-blocking agent, and within the range of 
these substances now available it is almost always possible 
to find one which particularly suits the patient. - 


Methonium Compounds. 

These compounds are salts of quaternary ammonium 
compounds which are highly ionized in solution. Presum- 
ably as a consequence of this and their resultant inability 
to penetrate cells they tend to be poorly absorbed from 
the gut. They are excreted solely by glomerular filtration, 
and are thus uninfluenced by the activities of the renai 
tubules. Tolerance is always developed, and larger doses 
become necessary in order to maintain an equivalent 
hypotensive action. The increase in requirement rises 
rapidly in the first week or two, but becomes comparatively 
stable within. a month or six weeks. However, infections 
and other factors may modify the circulatory response and 
alter the dosage requirement. 

The ganglion-blocking agent first effectively used in the 
therapy of hypertension, hexamethonium, has now been 
superseded except for hypertensive emergencies such as 
acute left ventricular failure, in which intravenous 
administration is called for. 

Pentolinium (‘“Ansolysen”) remains the most satis- 
factory drug for routine use. Now used by us over a 
period of five years, it does not appear to have shown 
any delayed toxicity. Pentolinium suffers from the draw- 
back common to all the methonium compounds—incom- 
pleteness of absorption when taken by mouth. However, 
in the majority of cases oral administration is perfectly 
satisfactory. In patients in whom there is a high require- 
ment of pentolinium for adequate control of blood pressure 
there is a small but definite risk of ileus and severe hypo- 
tension, as, with the onset of ileus, most of a high oral 
dose may be absorbed. Thus patients in whom the single 
dose required to produce an adequate hypotensive effect is 
in excess of 600 milligrammes, or even less if experience 
indicates a liability to this complication, should be changed 
over to mecamylamine or to parenteral administration 
of a methonium compound. The duration of the effect 
of single subcutaneous doses of aqueous pentolinium is 
not sufficiently prolonged for satisfactory routine use 
and the manufacture of the “retard” preparation has been 
discontinued on theoretical grounds. 

Chlorisondamine (“Ecolid”) has shown itself to be the 
most satisfactory agent when parenteral administration 
proves necessary: Chlorisondamine has a slightly longer 
effect both orally and parenterally than “Ansolysen”. This 
prolonged action makes it the drug of choice for parenteral 
use. Otherwise its main difference from “Ansolysen’’ is 
in a slightly greater likelihood of producing dysuria. 
Patients also at times complain of rather vague psycho- 
logical disturbances. 


Mecamylamine. 
Mecamylamine (“Inversine”, “Mevasine”) is a tertiary 


ammonium compound and is ionized to a small degree 
only.. It is readily absorbed from the bowel, its effective 
oral dose being little, if any, higher than the parenteral 
dose. Tolerance is dificult to detect; it certainly does not 
develop to a degree which complicates determination of 
the appropriate dose. The effects resulting from ganglion 
blockade are qualitatively identical with those produced 
by ‘methonium compounds. Sometimes parasympathetic 
side effects may be more marked for a given degree of 
blood pressure lowering, and at times also patients com- 
plain of rather vague psychological disturbances. Serious 
cerebral manifestations have been described, with delirium 


‘and flapping tremors, and one of our patients, not at ame 
observation, 


time under our direct developed and 


from a disorder of this kind. 
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Mecamylamine is of particular value in cases in which 
irregularity of absorption has made treatment with oral 
methonium compounds unsatisfactory. Its constancy and 
completeness of absorption make the danger of severe and 
prolonged hypotension after ileus less, although ileus can 
occur, and very severe constipation is a frequent complaint. 
Side effects may be so severe as to induce patients to 
prefer a.régime including one or more injections of a 
methonium compound in the day rather than mecamylamine 
given orally. 

Excretion of mecamylamine in the urine is by glomerular 
filtration and also by tubular activity of a most interesting 
nature. This depends upon the acidity of the urine, being 
most rapid in acid urine and slowest in alkaline. It is 
independent of the general acid-base balance of the body. 
inhibition of excretion being induced by carbonic anhydrase 
inhibitors, such as “Diamox”, which aikalinize the urine 
even though simultaneously inducing systemic acidosis 
(Baer et alii, 1956). Retardation of excretion by 
alkalinization of the urine increases the hypotensive 
effects of a given dose of mecamylamine. 


WY 1395. 


WY 1395 ig a valuable ganglion-blocking drug not yet 
freely available. The oral dose ranges from 80 to 300 
milligrammes in a day. The dose by injection is much 
less. Drug toleration is slight, and side effects are 
less than with mecamylamine. They may be slightly less 
than with pentolinium. The effect of the drug is also 
increased by the use of reserpine. 


Adjuvant Agents. 

Blood pressure can be reduced to fully normal levels 
by ganglion-blocking agents alone in almost all cases. 
However, in patients with a high requirement, side effects 
may be uncomfortably severe. Attainment of fully adequate 
blood pressure control with considerably reduced doses 
of ganglion-blocking agent is made possible by the use 
of adjuvant agents, particularly the rauwolfia alkaloids, 
and most recently chlorothiazide. Salt restriction also 
causes a marked potentiation of the blood pressure lowering 
effects of ganglion-blocking agents (Smirk and Alstad, 
1951), but is not satisfactory for general use, as renal 
function may be prejudiced in cases in which it is already 
to any extent impaired. 


The Rauwolfia Alkaloids. 


More than a score of alkaloids have now been isolated 
from plants of the rauwolfia series. Only a limited 
number are of importance in the treatment of hyper- 
tension: reserpine, rescinnamine and canescine. Whole 
root preparations are active largely by reason of their 
content of these alkaloids, particularly reserpine. Their 
action is principally central and consists in the inhibition 
ef central reflex vasomotor activity, although a direct 
action on peripheral vessels can be demonstrated 
experimentally in some animals (McQueen, Doyle and 
Smirk, 1955; McQueen and Blackman, 1955). Central 
nervous effects have been shown to be accompanied by 
release of serotonin (5-hydroxytryptamine), and it seems 
to be significant that those areas of the mid-brain in which 
reserpine appears to exert its actions are those richest in 
serotonin. 

Used alone the alkaloids are effective in a limited 
number of cases, usually but not always of relatively mild 
severity. However, used as adjuvants, they may greatly 
dimjnish the requirement of ganglion-blocking agent, and 
turthermore diminish the daily fluctuations of blood pres- 
sure. Full hypotensive effect may not be apparent for 
several weeks and may persist for up to a month after 
withdrawal, although the. effects of rescinnamine and 
canescine at least disappear more rapidly than: those of 
reserpine, possibly because of their greater solubility. 
Reserpine unfortunately tends to induce depression in 
susceptible subjects. By the use of doses of 0-5 milli- 
gramme or less per day this complication is minimized, 
while still retaining an appreciable hypotensive effect. 
Rescinnamine and canescine have a lesser tendency to 
induce depression and have proved of considerable value 
in our experience, the former in doses of up to 0-75 milli- 


gramme, and the latter in doses of up to 1-0 milligramme 
per day. Fluid and sodium retention may at times induce 
or aggravate congestive cardiac failure when rauwolfia 
drugs are added to the régime. 


Chlorothiazide. 


The mode of action of chlorothiazide in potentiating the 
effects of ganglion-blocking agents has not yet been fully 
established. It is a potent diuretic agent, acting to inhibit 
tubular reabsorption of sodium and chloride particularly, 
but producing loss of significant amounis of potassium 
also. A rather mild carbonic anhydrase inhibiting effect is 
also evident, although probably not important clinically, 
except perhaps in retarding tubular excretion of mecamyl- 
amine with consequent enhancement of its hypotensive 
effect. However, it also potentiates the effect of pento- 
linium, chlorisondamine and WY 1395. 


We have used the combination of chlorothiazide with 
one or other of each of these ganglion-blocking agents in 


- some fifty instances, and .are in no doubt as to the reality 


of this enhancement. The potentiation of the hypotensive 
effects of ganglion-blocking agents seems to be more 
marked than might have been expected were this solely 
the result of its diuretic action, an opinion which has 
already been expressed by Wilkins et alii (1958). Thus 
we have found that chlorothiazide produces in general 
a greater enhancement of hypotensive effect than a dose 
of mersalyl having an approximately equivalent diuretic 
effect. Additionally, in patients in whom urinary electro- 
lyte losses were measured and quantitatively replaced or 
more than replaced, chlorothiazide nevertheless markedly 
enhanced ganglion-blocking activity in lowering blood 
pressure, and these results were observed both with the 
quaternary ammonium compounds and with mecamylamine. 


Over the relatively limited period of our experience 
chlorothiazide has demonstrated its capacity to improve 
management by reducing the requirement und side effects 
of ganglion-blocking agents. Chlorothiazide appears to be 
virtually free of toxic effects in the dose of 500 milli- 
grammes twice daily, which appears fully adequate for 
the role of adjuvant agent in the treatment of hypertension, 
although in higher doses it may cause nausea. However, 
even with one gramme per day there is loss of con- 
siderable amounts of potassium in the urine with the 
development quite frequently of a significant degree of 
hypokalemia. A supplement of two grammes per day of 
potassium should always be given throughout the period 
of administration of chlorothiazide if this is being used for 
more than a very few days. 


METHODS OF EMPLOYMENT. 


Patients with hypertensive heart failure of any degree 
of severity should be admitted to hospital for initiation 
of treatment, and it hag been our practice also to admit 
patients with malignant hypertension. Otherwise, apart 
from instances where there are special problems of diag- 
nosis and management, teatment is preferably started as 
an out-patient. 


In acute left ventricular failure of hypertensive origin, 
hexamethonium bromide given intravenously is dramatic- 
ally effective and may be life-saving. Effective doses vary 
from five to 25 milligrammes given at the rate of 25 
milligrammes per minute, and must be gauged by con- 
tinuous recording of the blood pressure. The patient should 
be propped up high in bed or in the sitting posture. After 
relief of the acute manifestations, oral therapy can 
usually be employed. 

Digitalis and diuretic agents are frequently unnecessary 
if fully satisfactory control of blood pressure is achieved. 
However, patients in whom right ventricular failure has 
been superadded frequently require digitalis, and also 
those with markedly impaired renal function in whom 
failure develops. 

All moderate or severe cases are treated with ganglion- 
blocking agents from the outset. It is still our practice 
to use pentolinium as a routine, changing if necessary to 
one of the other ganglion-blocking agents later should the 
response to pentolinium prove unsatisfactory. 
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Adjuvant agents are used from an early stage. to 
minimize the requirement of ganglion-blocking agent. In the 
ordinary course of events we use reserpine, or, if contra- 
indicated, as we believe it is, by a previous history of 
depressive psychosis, rescinnamine or canescine or now 
chlorothiazide. Caution ig necessary in the addition of 


Rauwolfia alkaloids in patients with congestive cardiac” 


failure, even if apparently fully controlled. Chlorothiazide 
may be of particular value in such cases. There seems to 
be no contraindication to the use of a ganglion-blocking 
agent, rauwolfia alkaloid and chlorothiazide in cases which 
demand the employment of all available resources. Doses 
of chlorothiazide of 0-5 gramme twice daily or more 
may give rise to hypokalemia if long continued, and 
patients receiving this drug should have a daily supplement 
of two grammes of potassium chloride. 


However, it must be remembered that ganglion-blocking 
agents are the cornerstone of therapy. Their use requires 
meticulous care in adjustment of dosage, a greater degree 
of accuracy being necessary than in practically any other 
form of therapy. Adjustment of dosage is perhaps most 
satisfactorily carried out by a special clinic, at which the 
patient attends daily for a start. Here technicians record 
pressures half-hourly during the day in lying, sitting and 
standing postures. Similar observations can be carried 
out by a nurse or receptionist at a doctor’s rooms. Initial 
adjustment of dosage usually takes about ten days, during 
which time full tolerance will be acquired to methonium 
compounds. Thereafter, the patient may attend weekly, 
monthly or even three monthly, if he is fully stabilized on 
treatment. Patients must be instructed as to the recog- 
nition of the symptoms of postural hypotension and shown 
how to make small adjustments as indicated by these. If 
such symptoms never occur the probability is that the 
dose is too low and should be increased. Unduly frequent 
hypotension is an indication for reduction. The most 
satisfactory way of resolving doubts as to the adequacy of 
the régime is by an all-day test. 


Because their hypotensive effect is so largely dependent 
upon the proper employment of postural hypotension, 
patients must be instructed to sit when resting during 
the day, and arrangements made for the patient to sleep 
propped up to an angle of 45°. Full details of instructions 
to patients with regard to these preeminently important 
considerations will be found elsewhere (Smirk, 1957). 


Treatment in the Presence of Complications. 


Recent cerebro-vascular accident and coronary occlusion 
are indications for particular care in management, with 
studious avoidance of excessive hypotension. Slightly 
higher levels (say 140 millimetres of mercury systolic 
instead of 120) at the trough of the blood pressure fall 
should be aimed at. In most patients with cerebro-vascular 
or coronary arterial disease ischemic manifestations can 
be avoided, and in patients with angina pectoris accom- 
panied by hypertension severe enough to warrant treat- 
ment per se this symptom may be relieved. As mentioned 
earlier, marked impairment of renal function is also an 
indication for special care in the dosage of ganglion- 
blocking agents. At times reserpine may be particularly 
effective as the sole hypotensive agent in the presence of 
severe renal disease. 


Advanced years narrow the indications for therapy, 
but even patients of seventy or more may be satisfactorily 
treated, particularly when the principal manifestation is 
congestive heart failure or severe hypertensive heart 
disease with disabling breathlessness. Somewhat smaller 
on are usually adequate than those employed in younger 

ults. 


Parasympathetic Side Effects. 


’ Parasympathetic side effects ‘are often of insignificant 
severity with a fully satisfactory régime, including the 
most appropriate ganglion-blocking agent and adjuvant 
agent. However, undue dryness of the mouth and/or 
constipation can be lessened by prostigmine, half, one or 
one and a half tablets (15 milligrammes) half an hour 
before meals, which is the most effective drug for the 
antagonism of parasympathetic side effects. “Senokot”, 


‘McQUEEN, E. G. 


McQUEEN G., Doris, A. E., and Smirk, F 


an alkaloid of extract of senna, is often particularly satis- 
factory in the relief of constipation. Blurring of vision 
may be helped by eserine (0°0625% to 0-25%) eye drops, 
but perhaps most satisfactorily by the prescription of +1 
or +2 dioptre lenses, or additional clip-on lenses if the 
patient already wears glasses, for use when blurring cf 
vision is most troublesome. 


' Use of Rauwolfia Alkaloids Alone. 


Therapy with rauwolfia compounds is never entirely 
free of risk of mental depression. Therefore it should 
never be instituted unless the hypertensive state truly 
warrants it, nor maintained .unless the effect is demons- 
trably greater than that produced by placebos or non- 
specific sedatives such as phenobarbitone. Also, it should 
not be continued as the sole therapeutic agent unless the 
blood pressure can be shown to be satisfactorily controlled. 
However, casual readings may be misleadingly high, and 
a day test may demonstrate a satisfactory control when 
this appeared dubious at a surgery or clinic visit. In 
addition to mental depression and fluid retention with risk 
of congestive failure, reserpine may at times induce or 
aggravate bronchospasm. Biliary or renal colic seems at 
times also to be precipitated. Having said this it should 
be added that mild cases may occasionally respond 
adequately and without side effects to reserpine or one 
of the other alkaloids, rescinnamine or canescine. These 
patients are very comfortable. 


Summary. 


The importance is emphasized of fully adequate reduction 
of blood pressure in severe hypertension whether primary 
or secondary. Assessment of the need for therapy in 
doubtful cases is helped by measurement of the basal blood 
pressure. 


Ganglion-blocking agents remain the cornerstone of 
therapy in severe hypertension. The available agents and 
their mode of employment are discussed. 


Rarely do rauwolfia alkaloids by themselves cause a 
sufficient fall in blood pressure. Used as adjuvant agents 
the rauwolfia alkaloids may improve control of blood 
pressure and frequently diminish side effects by lessening 
the requirement of the ganglion-blocking agent. 


Chlorothiazide also potentiates the action of ganglion- 
blocking agents, and it seems likely that it will also prove 
to. be a useful adjuvant. Attention is drawn to the 
frequency with which hypokalemia results from the con- 
tinuous use of chlorothiazide, and to the desirability of 
eves a supplement of potassium under these circum- 
stances. 


The prognosis of severe hypertension and the happiness 
and well-being of patients under treatment are greatly 
influenced by the meticulousness of the care devoted to the 
adjustment and maintenance of the theraputic régime. 
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FACTORS INFLUENCING THE PROGNOSIS IN ACUTE 
INTESTINAL OBSTRUCTION:' PART II. SPECIAL 
OBSTRUCTIONS. 


- By NeEviLte C. Davis, 
Brisbane. 


THE prognosis in acute intestinal obstruction is influenced 
tremendously by the etiological factor underlying the 
obstruction. So far we have considered the factors 
influencing the prognosis in intestinal obstruction in 
general. Now we shall discuss the factors influencing the 
prognosis in special types of obstruction. A certain 
amount of repetition will be unavoidable, but emphasis 
will be laid upon the important factors affecting the prog- 
nosis in the particular type of obstruction under discussion. 


OBSTRUCTIONS IN INFANCY AND CHILDHOOD. 


The vital statistics of the United States for the year 
1950 indicate that more than 10% of deaths which occurred 
from hernia and intestinal obstruction in 1950 occurred 
during the first year of life, and by far the majority of 
these occurred in patients under 28 days of age (Wangen- 
steen, 1955). It is interesting to note that more deaths 
occurred, from these causes, during the first five years of 
life than during any other five-year period throughout the 
remainder of the life span save for the years 70 to 74. 
So it may be seen that the problem of obstruction in 
infancy and childhood is a very real one which demands 
consideration. The prognosis in these obstructions will 
only improve by continued study of the problems of 
pediatric surgery. Ladd and Gross of Boston are leaders 
in this field, and have made considerable progress in the 
elucidation of some of the difficulties. The understanding 
.f the fluid requirements and ‘the development of operative 
is‘hnique have been important features of this progress. 


Fluid Balance in Children. 


n infants and young children the daily output of water 

relatively far higher than that of an adult, and they 
.ave relatively smaller reserves upon which to draw in 
an emergency. For example, the daily turnover of 
fluid in an infant constitutes one-half of his extra-cellular 
fluid, as compared with one-seventh in an adult. Thus, 
serious disturbances can easily be caused by the gastro- 
intestinal losses associated with obstruction. However, 
the greatest care and accuracy in the replacement of 
fluid and electrolytes are required, as over-loading may be 
readily produced. The relative inefficiency of a child’s 
kidneys means that acid-base disturbances can develop 
rapidly, and their treatment requires use of disposable 
anion or cation solutions (sodium lactate, ammonium 
chloride) as opposed to normal saline which usually 
suffices in adults. In addition, an infant’s nitrogen and 
caloric intake cannot safely be neglected for any length 
of time, so that consideration must be given to this in 
planning the parenteral therapy. Nowadays, the tendency 
is to give too much fluid. In general, no more than 
10 millilitres per pound of body weight of electrolyte 
solution or blood should be administered at any one time. 
The fluid may be given intravenously or subcutaneously 
(with the addition of “Hyalase”), but must be given 
slowly. As the child’s fluid equilibrium is so delicately 
poised, an expert in the management of fluid and electro- 
lyte balance should be called in consultation. Even so, 
parenteral therapy should be terminated as soon as the 
alimentary tract is able to take over its vital functions. 
Gross (1953) states: “No laboratory test or clinical acumen 
can handle the delicate matter of fluid balance by artificial 
injection as well as can a child who has a clear mind, an 
open gullet, a functioning intestinal tract, and free access 
to water and food.” 

Gastro-Intestinal Suction. 

In infants and children, the dangers of tracheal aspira- 

tion during vomiting are extremely high. Particularly 


1The winning essay for the Henry Simpson Newland Prize in 
Surgery, 1958. 


when a youngster is in a debilitated state and when there 
has been an intraabdominal operation, aspiration can 
produce an immediate fatality or a very serious pulmonary 
complication. Therefore, vomiting should always he kept 
at a minimum. It is best prevented by keeping the 
stomach deflated with a gastric suction tube. A small 
urethral catheter with additional side holes is effective 
for babies, and a small Levin tube for older children. 
Intestinal tubes, such as the Miller-Abbott or Cantor tube, 
should rarely be used in children under the age of four 
years. Inhalation of high concentrations of oxygen is 
more effective in reducing intestinal distension in children 
than in adults (Gross, 1953). 


Congenital Atresia and Stenosis of Small and 
Large Bowel. 


“Atresia” means a complete block and “stenosis” a 
narrowing of the lumen of the bowel. If untreated, babies 
with atresia or marked stenosis seldom survive longer than 
one week. The mortality for operative procedures is still 
extremely high, and successfully treated cases are still 
rarities in the medical literature. However, surgery should 
always be undertaken, no matter how desperate the con- 
dition of the child may seem. At operation, the intestines 
proximal to the obstruction are dilated to a size of three 
to four centimetres in diameter, while distally they are 
collapsed and may measure no more than three to four 
millimetres. The best policy is to leave the atresia or 
stenosis strictly alone and to short circuit it. 


Duodeno-jejunostomy is preferable to gastro-enterostomy 
in the treatment of atresiags of the duodenum or high 
jejunum. The great disparity in size of the loops to be 
joined presents one of the most difficult features of opera- 
tion. It is a help to inflate the collapsed distal bowel by 
injection into it of three to five millilitres of mineral oil 
and several cubic centimetres of air. Side-to-side anasto- 
mosis by the open method is much more satisfactory 
than end-to-end anastomosis by the closed method. Gross 
(1953) tentatively advocated a Mikulicz type of exterioriza- 
tion operation in atresias of the lower ileum and colon. 
The two limbs are sewn together and drawn through the 
abdominal wall wound. Within a few days after operation, 
the intervening spur is crushed and the enterostomy closed. 
This procedure may be of use in desperate cases, as it 
diminishes the length of the operation and gives quicker 
relief of the obstruction. 


Imperforate Anus. 


This type of intestinal obstruction is most easily recog- 
nized if only one thinks of it. A skiagram of the patient 
in the upside-down position, particularly a lateral view 
with the knees pressed against the abdomen, should be 
taken by the end of the first day of life. This will often 
outline the distal portion of the rectal pouch and indicate 
its position in relation to the anal membrane. Unless 
there is a fistulous communication between. the blind 
rectal stump and the bladder, urethra or vagina, survival 
beyond three weeks is extremely rare. The method of 
treatment depends on the position of the rectal pouch. 
If the blind rectum is within one and a half centimetres 
of the perineal skin, almost always it can be repaired 
suitably by a perineal operation alone (Gross, 1953). If 
the rectum is at a higher level, it is generally impossible 
(in a new-born baby) to reach it satisfactorily from below. 
Hither a sigmoidostomy can be established and the rectum 
repaired when the child is one or two years of age, or 
else the malformation can be attacked immediately by an 
abdomino-perineal approach. The latter is a major under- 
taking, but has the advantage that any coexisting fistula 
can be repaired at the same time. The prognosis is likely 
to improve only when these patients are treated by surgeons 
particularly interested and experienced in the field. 


Volvulus Neonatorum. 


Malrotation of the intestines and colon usually produces 
high intestinal obstruction in the newborn because of 
external pressure on the second and third parts of the 
duodenum. In a few patients, the symptoms do not appear 
until late childhood or even adult life. It is only within 
the last decade that the prognosis for this condition has 
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improved. This is largely due to the work of Ladd, who 
showed that adequate pre-operative care and aseptic relief 
of the obstruction will give good results. The young 
patients are prepared for operation by appropriate intra- 
venous therapy and gastric suction. At operation, the 
small bowel may be pulled out gently to the abdominal 
wall, so that the nature of the malrotation may be 
recognized. It is essential after the volvulus has been 
reduced to free the caecum and ascending colon and 
transfer them to the left side of the abdomen. This is 
done simply and rapidly by incising the peritoneum to 
the right of the ascending colon or caecum. Now the duo- 
denum will be seen coursing down in the right parenteral 
gutter to join the jejunum. The entire colon will reside 
in the left side of the abdomen. Continuous gastric suction 
must be maintained in the post-operative period. Gross 
(1953) reports the remarkable figure of 85% survival in 
patients treated by this method. 


Meconium Ileus. 


This lesion used to carry an exceedingly gloomy and 
almost uniformly fatal prognosis, but today the picture 
is quite changed. It is important to realize that we are 
faced not only with a disagreeable form of intestinal 
obstruction in a newborn baby, but also with an individual 
who has a generalized disease in which there is marked 
reduction in formation of exocrine pancreatic enzymes 
and a widespread disturbance of the mucus-secreting 
glands of the alimentary and respiratory tracts. Through- 
out the body, all mucus is extremely thick and viscid, 
and the patient is very apt to develop a serious or even 
fatal nutritional disturbance or chronic pulmonary infec- 
tion (Gross, 1953). An occasional patient may be treated 
successfully by conservative means—namely, enemata, 
gastric lavage and pancreatic enzymes—but the vast 
majority require operative intervention. If the surgeon 
can relieve the obstruction, the medical man can usually 
keep the child in good nutritional status by dietary 
measures, and can often prevent or control respiratory 
infections by the appropriate antibiotics. 


Mikulicz resection and double ileostomy is the best 
procedure now available for the treatment of meconium 
ileus. It allows for the aseptic removal of that portion 
of the distal ileum which is greatly distended and which 
contains a large mass of inspissated material. Since 
1949, Gross (1953) has treated 19 babies by this method 
with a survival of 79%. It igs common practice to close 
the ileostomy within two or three weeks. When the baby 
has been relieved of the obstruction, it must have adequate 
and long continued medical supervision thereafter. Chronic 
nutritional disturbance from pancreatic insufficiency and 
progressive pulmonary disease from mucoviscoidosis are 
very apt to bring about profound changes or even fatal 
complications. The caloric value of the diet should be 
increased and it should contain aminoacids, polypeptides 
and vitamins (especially vitamin K). Daily “Terramycin” 
taken orally is prescribed to stave off pulmonary infection. 


Intussusception. 


As. about 75% of all cases of intussusception are seen 
in children under the age of two years, the problem will 
be discussed here. The prognosis is dependent upon the 
choice of treatment. The alternatives are reduction by 
hydrostatic pressure or by operation. In years gone by, 
it was claimed that the mortality was higher when surgical 
treatment was used, but- with advances in surgical tech- 
nique and in anesthesia it is now possible to treat intussus- 
ception by surgery with negligible mortality. It is worth 
noting, however, that the length of stay in hospital is 
greatly reduced and the complications of laparotomy are 
avoided if non-operative measures are employed. Radio- 
logical control of the reduction of the intussusception is 
possible if a barium enema is used to apply the hydro- 
static pressure. The method has its greatest use when the 
history is of less than 24 hours’ duration, although Hipsley 
(1948) has made a plea for its employment in all cases. 
He states that the head of pressure should never exceed 
three feet and that, in about 50% of cases, conservative 
He admits that operation is 
necessary in 20% of cases for confirmation of the reduc- 


tion. It should be noted that it has been found impossible 


_to reduce a gangrenous intussusception. If operation is 


decided upon, the intussusception should be reduced by 
gentle compression. If the bowel is gangrenous, resection 
and primary anastomosis should be performed. However, 
if the child’s condition is critical, the open en.3 of bowel 
may be exteriorized after resection, the contiauity being 
reestablished subsequently. 


It has already been pointed out that the results of treat- 
ment of intestinal obstruction in the newborn are among 
the worst. In the foregoing section, it may be seen that 
the outlook for the future is hopeful, but it will depend 
on the availability of surgeons expert in the handling 
of babies with obstruction. 


STRANGULATED HERNIA, 
External. 


Intestinal obstruction caused by a strangulated external 
hernia should carry the most favourable prognosis, because 
there should be no difficulty in diagnosis, and the need for 
urgent treatment when diagnosed is obvious. All students 
are trained to examine routinely the hernial orifices in 
every case of acute abdominal pain, but, unfortunately, 
after graduation they tend to forget this advice. Thus, 
from time to time, patients are referred to hospital, after 
being treated for some days for “gastritis” when, in actual 
fact, their vomiting is due to a strangulated hernia. These 
patients may be obese or dull witted, or may have partial 
obstruction from a Richter’s type of hernia. It must 
be remembered that, in desperately ill patients, the prime 
object is to relieve the obstruction and to save life. Repair 
of the hernia is a secondary consideration and, in extreme 
circumstances, may be left to a later date. 


At operation, it is important to open the sac and suck 
out the highly infected turbid fluid rather than allow it to 
flow back into the peritoneal cavity. When in doubt as tor 
the viability of the bowel, it is best to resect, provided tyq 
surgeon. igs experienced and the patient’s condition 
satisfactory. If only the constriction grooves at the : 
of strangulation are of doubtful viability, a few inver8¢ 4 
Lembert sutures of silk will prevent leakage, and munts 
avoid subsequent trouble from stricture formation. Redvod 
tion by taxis should be attempted only if there is reasoi# 
to believe that the bowel is not gangrenous. Gentleness 
is recommended, and the condition of reduction en masse 
should be considered if the obstruction does not relent after 
the hernia has been reduced. 


The presence of a tense hernia may not mean that 
intestinal obstruction is due to the hernia. Cases occur 
in which the obstruction is caused by an abdominal cancer, 
and the distension of the abdomen or the presence of 
free fluid may make a preexisting hernia tender or 
difficult to reduce. If, when the hernial sac is opened, the 
bowel is not congested and the fluid is not bloodstained, 
then a full scale laparotomy may be necessary to determine 
the cause and to relieve the obstruction. 


Strangulated femoral hernia is the only individual type 
which will be discussed, as there is still lack of unanimity 
in the type. of operative approach, and this may influence 
the prognosis.. The alternatives are the approach from 
below, and the approach from above—Lotheissen or 
McEvedy. The approach from below is very quick, and in 
cases of difficulty the inguinal ligament may be divided 
or reflected off the pubic spine by Hey Groves’s method. 
However, resection and anastomosis of gangrenous bowel 
are often impossible using the low approach, and a separate 
paramedian incision may be necessary. The author believes 
that the Lotheissen approach is difficult and time con- 
suming in strangulated hernias. Similarly, resection of 
bowel is difficult through the inguinal incision. The 
approach advocated by McEvedy (1950) has the following 
advantages: (a) it affords adequate exposure for any 
intraperitoneal manipulations; (0) it removes any danger 
of damage to the bladder or the abnormally situated 
obturator artery; and (c) it provides excellent access to 
the femoral canal for purposes of repair. The author has 
recently used this approach with much satisfaction for 
elective and strangulated cases. It should be unnecessary 
to mention that a catheter should be inserted into the 
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bladder of all patients with strangulated femoral hernia 
beware operation to reduce the possibility of damage to the 
er. 


Internal. 


In contrast to external hernie, early diagnosis in 
strangulated internal hernie is difficult, and treatment 
often delayed, so that the prognosis is correspondingly 
less favourable. 


Diaphragmatic Hernia. 


About one third of all cases of diaphragmatic hernia 
show signs of acute intestinal obstruction (Hedblom, 
quoted by Wangensteen, 1955). Some of these are con- 
genital, but frequently they are traumatic. Incarceration 
in an hiatus hernia is likely to be diagnosed more 
commonly in the future now that this type of hernia is 
more widely recognized. Crush injuries of the chest, and 
bullet or stab wounds that penetrate the diaphragm are 
common causes of traumatic diaphragmatic hernia. 
Obstruction rather than strangulation is the rule because 
the constricting ring is muscular and capable of dilatation, 
unlike the unyielding compression ring in -strangulated 
external herniz. 


The clinical features include dyspnea and cyanosis in 
addition to severe pain and vomiting. Physical examination 
usually reveals diminished movement with impaired 
resonance over the left side of the chest. The heart is 
displaced to the right, and borborygmi may be heard 
over the chest. The diagnosis is often confirmed by an 
X-ray examination of the chest, when gas is seen above 
the diaphragm. An X-ray picture with contrast medium 
may clear up any doubt. The treatment is surgical and 
is usually a direct attack on the obstructing hernia. In 
poor-risk patients, the obstructive element may be dealt 
with first by suction decompression or caecostomy. A 
thoracic approach is usually the easiest, the eighth rib 
being subperiosteally resected. If the stomach or intestine 
is grossly distended, preliminary aspiration by suction 
through a needle will often facilitate the reduction and 
allow a satisfactory repair. 


Other Types of Internal Hernia. 


There are many varieties of internal hernia described 
and any of them may be the cause of obstruction or 
strangulation of the bowel. In general,- there are no 
specific symptoms or signs, and the diagnosis is made only 
at laparotomy. A patient with strangulation of a hernia 
through the foramen of Winslow was seen; operation was 
delayed because the diagnosis was thought to be acute 
cholecystitis from the presence of a palpable tender mass 
in the right upper quadrant of the abdomen. The cystic 
nature of the mass was not appreciated. Aspiration of 
the bowel contents through an incision opening the lesser 
sac is often necessary before reduction can be achieved. 


BANDS AND ADHESIONS. 


In every series of cases of intestinal obstruction this 
group constitutes a fairly large proportion of the total. In 
most cases, the adhesions develop after operation, the two 
commonest types of operation being that on the appendix 
and that on the female pelvic organs. 


Early mechanical. obstruction (developing within 14 
days of operation) will be omitted from this section and 
discussed later, ag it poses different problems from late 
post-operative adhesive obstruction. 


The factors influencing the prognosis in this type of 
obstruction have been dealt with largely in- the general 
discussion earlier in the essay. Success in treatment 
will depend on prompt commencement of gastro-duodenal 
or intestinal suction, on adequate intravenous therapy and 
on the choice of the proper moment for operative inter- 
ference if indicated. However, the prognosis will improve if 
adhesions are prevented from forming after operation. 
Although many substances have been employed for this 
purpose, none hag stood the test of time. The latest to 
be tried is ACTH, but it ig too early to say whether this 
is effective or not. 

Operative trauma is a potent factor in producing these 
adhesicns. Rough handling of the tissues and the use 


of hot laparotomy pads should be avoided. Within recent 
years, the talcum powder used in surgeons’ gloves has 
been shown to produce adhesions. This is due to the 
formation of talc granulomata which often lead to intes- 
tinal obstruction. Most surgeons now employ starch 
powder for their gloves but, even so, the gloved hand 
should be thoroughly washed before operation is com- 
menced. 


A real problem is those patients who present with 
intestinal colic after a series of previous operations for 
adhesions. Gastro-intestinal suction is a great boon for 
these people, and operation should be avoided if possible. 
The author makes it a rule that such patients must show 
some objective evidence of continued obstruction other 
than the subjective complaint of pain before considering 
operation. Many of these patients are found to morphine 
addicts, and will go to any lengths—including operation— 
to obtain injections of morphine. Psychiatric treatment 
is more likely to be of lasting benefit than another 
abdominal exploration. The Noble plication operation 
may be useful in isolated cases in which the patients are 
genuine “adhesion-formers”. 


MECKEL’s DIVERTICULUM. 


This congenital diverticulum may cause a_ simple 
adhesive obstruction, or a _ strangulating obstruction 
perhaps associated with intussusception. These complica- 
tions may occur at any age from infancy to old age, but 
the underlying cause is rarely diagnosed before operation. 
It is surprising to find that the prognosis of obstruction 
due to Meckel’s diverticulum is not as favourable as 
may be expected. Gross (1953) reports a mortality of 
28% prior to 1940, and a total mortality of 16% in 128 
operations. Perhaps this is due to the necessity of excising 
a segment of bowel in the presence of intestinal obstruc- 
tion. Certainly post-operative complications seem to be 
frequent. If the Meckel’s diverticulum is causing the 
obstruction, it must be dealt with after the obstruction 
has been relieved. In its removal care must be taken not 
to narrow the bowel, otherwise stricture will result. 
Wangensteen (1955) recommends that the diverticulum be 
“circumcised” and later inverted transverse to the axis 
of the bowel. In the presence of strangulated non-viable 
gut, the diverticulum together with that segment of the 
bowel should be excised. The author believes that, in 
some cases, resection of bowel containing the diverticulum 
is safer than “circumcision”, even if the bowel is viable. 
Such a case would be a diverticulum with a very wide 
neck. If the diverticulum is found on routine exploration 
of the abdomen, the author believes it should be left alone 
unless it shows signs of disease. 


VOLVULUS. 


Volvulus usually constitutes about 10% of the total in 
any statistical study of intestinal obstruction. Volvulus 
of the small intestine poses no particular problem and 
will not be discussed. It has already been pointed out 
that, in the author’s experience, volvulus of the large 
intestine may be quite insidious, with minimal pain but 
gross distension, and that it seems to be relatively more 
common in the dull-witted or psychiatric patient. However, 
there is no denying that a volvulus may be very acute 
and the bowel become gangrenous in a very short time. 


The author believes that attempts to reduce a volvulus 
of the sigmoid by passing a rectal tube through a 
sigmoidoscope is unlikely to be successful and may be 
dangerous. At operation, the distended bowel will often 
require aspiration before the true nature of the obstruction 
will be apparent. The volvulus is untwisted, and the 
mesenteric adhesions are divided. If the bowel is viable, a 
caecostomy or colostomy should be performed for volvulus 
of the caecum or colon respectively. These are temporary 
measures, and serve to anchor the bowel and prevent 
recurrence. The author is opposed to attempting to 
anchor the bowel by sutures through the serosa. This 
is often edematous and inflamed, the sutures may tear 
out and cause a plastic peritonitis, and the recurrence 
of volvulus is not uncommon. If the bowel is not viable, 
it should be resected by the Paul-Mikulicz procedure. 
Primary resection and anastomosis of strangulated large 
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bowel is dangerous except in the most favourable circum- 
stances. If a volvulus is causing recurrent incomplete 


' obstruction, resection and primary anastomosis may be 


performed as an elective procedure after npeatate bowel 
preparation. 


OBTURATION OBSTRUCTION. 
Gall Stones. 


The persistently high mortality of gall-stone ileus is 
due to two factors—late diagnosis, and the failure to 
search for a second stone -when a faceted gall stone is 
removed. The diagnosis is often delayed because the 
patient is old, has had frequent attacks’in the past of 
“gall-bladder trouble’ and hopes this one will settle as 
usual without operation. The presence of air in the 
biliary tree in a flat skiagram of the abdomen showing 
signs of intestinal obstruction is diagnostic. Early opera- 
tion to remove the gall stone is the treatment of clioice. 
The literature abounds with cases in which the obstruction 
temporarily improves after operation and then relapses. 
-The relapse is due to the presence of another unsuspected 
gall stone in the intestine. The internal biliary fistula 
should never be repaired at the original operation when 
— the surgeon’s — should be directed towards saving 

e. 


Fzecal Impaction. 


‘Intestinal obstruction due to fecal impaction still 
causes death. If it is diagnosed by rectal examination, it 
is readily treated by digital removal and enemata in 
association with the usual supportive measures. However, 
in some cases, the feces are not palpable per rectum, and 
such patients may suffer considerable pain, particularly if 
they have been given powerful purgatives. So much so 
that even strangulating intestinal obstruction may be 
considered. Fecal impaction often complicates some other 
disease or injury, especially fractures in elderly people. 
Abdominal pain, vomiting and distension occur and may 
progress until the patient is very ill indeed, solely because 
the doctor in attendance ig not in the habit of performing 
rectal examinations. 


Food Bolus. 


Ward-McQuaid (1950), in an analysis of 178 patients 
who suffered obstruction from different foods, found that 
persimmon was the most frequent food responsible. The 
persimmon apparently contains a cement-like substance 
which ig precipitated by the gastric acid, so that the 
seeds and fibres are agglutinated into a phytobezoar. In 
Australia, persimmons are not commonly eaten and, prob- 
ably, foods such as “oranges, grapes, bran and peanuts are 
more culpable. Of the five patients with obstruction due 
to food bolus treated by the author, one occurred after 
partial gastrectomy performed three years previously. 
Recently, this form of obstruction after gastrectomy has 
been more widely recognized. To avoid the complication, 
it igs essential that all patients with a gastrectomy must 
reed their food carefully, and should be provided with 

entures. 


INFLAMMATORY LESIONS. 


Inflammatory lesions causing obstruction include intra- 
abdominal abscesses, diverticulitis of the colon, Crohn’s 
disease and post-inflammatory strictures. The combina- 
tion of small bowel obstruction plus an inflammatory 
lesion is particularly serious. The bowel wall is easily 
perforated if one tries to separate the intestine from an 
abscess. If this seems likely to occur, a short circuit 
between proximal and distal bowel may be a _ useful 
emergency procedure. In some cases, simple drainage of 
the abscess will be followed by resolution of the obstruc- 
tion. But this cannot be counted on, as was demonstrated 
in a recent case. In this patient, a pelvic abscess drained 
per rectum did not permit the obstruction to subside, and 
laparotomy was ultimately performed too late to save 
the patient. 


Diverticulitis is often difficult to distinguish from car- 
cinoma of the colon, and, of course, they may coexist. If 
in doubt as to the cause of the obstruction, it is reasonable 
to perform a proximal colostomy. Then a barium enema 
X-ray examination may help to decide the problem; but, 


in certain cases, only microscopic examination after 
resection will supply the answer. 


Naturally, in all. inflammatory causes of obstruction, 
appropriate antibiotic therapy should be prescribed. 
If Crohn’s disease presents with obstruction, a short-circuit 
anastomosis or resection may be necessary, although a fair 
proportion will settle down with conservative treatment. 
The treatment of inflammatory strictures follows the 
principles laid down in the section on treatment in Part I. 


NEOPLASMS. 
Benign. 


Lipomata, myomata and fibromata occur more frequently 
in the small intestine than in the large, and commonly 
they present as cases of intussusception. The obstruction 
is treated along the lines outlined in Part I, and the 
benign neoplasm will usually require local resection. Endo- 
metriosis of the colon may cause obstruction. It has par- 
ticular interest in that it may be almost indistinguishable 
from a carcinoma. In fact, many cases of endometriomata 
are diagnosed only after resection has been performed in 
the belief that they are carcinomata of the upper rectum. 
Carcinoid tumours are on the border line between innocent 
and malignant tumours. Wangensteen (1955) reports the 
case of a patient surviving sixteen years with known 
metastases in the liver. The prognosis in carcinoid tumours 
causing obstruction will be improved if they are treated 
as if they are undoubted cancers. 


Malignant. 


‘Malignant tumours of the bowel causing intestinal 
obstruction occur most commonly in the large bowel, 
carcinoma being, by far, the commonest etiological factor. 
Metastastic carcinoma, however, not uncommonly causes 
-small bowel obstruction. This may be due to multiple 
peritoneal secondaries or a submucous secondary deposit 
arising from a melanoma of the skin. Naturally, the 
prognosis in these latter cases is hopeless. Primary car- 
cinoma of the small intestine, however, does occur and 
carries a poor prognosis due to the early spread of metas- 
tases to the liver. 


About one third of all cases of carcinoma of the colon 
present with intestinal obstruction of an acute or chronic 
nature. There is a greater frequency of obstruction on the 
left side of the colon, perhaps due to the fact that the 
feces are more solid there. It has already been pointed 
out that patients with occlusion of the colon may not 
appear particularly ill, and yet it is a most vicious type 
of obstruction. Tenderness over the caecum. suggests that 
the viability of the bowel is endangered by the gross 
distension. It is strongly advised that resection and 
primary anastomosis be avoided in the treatment of 
obstructing growths of the left colon. Wangensteen (1955) 
has shown that the mortality of operations for cancer of 
the large bowel in the presence of intestinal obstruction 
is more than double that for the same operation done in 
the absence of obstruction. In Wangensteen’s clinic, 
caecostomy has been abandoned for the last twenty years 
as a means of decompressing a greatly distended colon. He 
much prefers transverse colostomy, or appendicostomy if 
the lesion is in the hepatic flexure. The author also 
prefers transverse colostomy where it is practicable, but 
employs caecostomy if the lesion is in the right colon and 
primary resection is not indicated. The decompression 
after caecostomy is improved if the tube is regularly 
irrigated to prevent blockage. To summarize, the prognosis 
of obstruction due to carcinoma of the colon depends on 
a wise choice of treatment and skill and judgement in 
carrying it out. 


MESENTERIC VASCULAR OccLusIon. 


The outlook was hopeless in almost all of the cases of 
mesenteric vascular occlusion until fairly recently. Nowa- 
days, occasional cures after resection have been reported. 
The author has had one case in which the terminal ileum 
and right half-of the colon were resected with recovery. 
He believes that surgical excision is preferable to expectant 
treatment with anticoagulants such as heparin provided 
it is not necessary to resect more than half the small 
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bowel. The difficulty, of course, is knowing how far wide 
of the obviously devitalized bowel one should resect. It 
is galling to resect a segment and find that, after the 
anastomosis has been performed, the colour of the bowel 
is not healthy. In such a case, if hemostasis is beyond 
doubt, it is reasonable to commence anticoagulants four 
hours after operation. 


EarLy Post-OPERATIVE OBSTRUCTIONS. 


For the purpose of this essay, early post-operative 
intestinal obstruction is taken to mean mechanical 
intestinal obstruction which complicates an abdominal 
operation and which develops while the patient is still 
in hospital under constant observation. It has been 
shown elsewhere (Davis, 1956) that early post-operative 
obstruction carries a worse prognosis than that developing 
months or years later. This unhappy state of affairs exists 
because of difficulty in diagnosis and faulty judgement in 
the choice of treatment. The main difficulty in diagnosis 
is the distinguishing of mechanical obstruction from para- 
lytic ileus. In this regard, it is worth noting that in 
only 12 of 29 cases of proven mechanical obstruction did 
the typical symptoms of intestinal colic, vomiting and 
constipation occur. In 13 of these 29 patients, pain was 
either absent or insufficient to attract attention, while 
one patient with proven paralytic ileus suffered severe 
intestinal colic. Flatus was passed on repeated occasions 
in nine of the 29 cases after the onset of mechanical 
obstruction. It has been thought that auscultation will 
usually help decide the diagnosis. Unfortunately, the 
author has operated on a patient with paralytic ileus with 
audible tinkling and visible waves of peristalsis and, 
on many occasions, has examined patients with mechanical 
obstruction with absent bowel sounds. These confusing 
signs may be explained in the following manner. Visible 
and audible peristalsis may occur in loops of intestine in 
an attempt to overcome localized paralytic ileus, while 
peristaltic sounds may be absent in the atonic bowel of an 
advanced obstruction. How then are the two conditions 
to be differentiated? Let us analyse the symptomatology 
in an effort to distinguish the mechanical from the 
adynamic obstruction. 


1. Pain. It should be remembered that pain of a 
significant degree occurs in only about half the cases of 
mechanical obstruction and, therefore, that its absence 
does not mean that the patient is not mechanically 
obstructed. 


2. Vomiting. If the vomitus or aspirations are large in 
amount, brown or evil-smelling, and this persists in 
eyite of suction decompression and intravenous therapy, 
mechanical obstruction should be suspected. Likewise, 
a recurrence of vomiting after it has once subsided is 
suspicious of mechanical obstruction. In other words, 
paralytic ileus rarely recurs after it has once resolved. 


3. Constipation. In paralytic ileus, there has often 
been no bowel action since operation, whilst in 
mechanical obstruction there may well have been one 
before the onset of symptoms. It should be remembered 
that feces and flatus may be passed after the onset of 
mechanical obstruction, as the bowel distal to the obstruc- 
tion is still able to evacuate its contents. 


4. Distension. Distension persisting for some days 
post-operatively is of serious significance even in the 
absence of pain. A patient with paralytic ileus usually 
develops distension about the third post-operative day, 
and this distension rarely lasts longer than eight days 
with adequate treatment. Mechanical obstruction should 
be considered if the distension persists or recurs after it 
has once subsided. Asymmetrical distension of the 
abdomen suggests mechanical obstruction rather than 
paralytic ileus. 


5. Tachycardia. Effective suction and intravenous 
therapy are usually accompanied by an improvement in 
the patient’s general condition, including pulse rate. 
Persistent tachycardia accompanied by distension is a 
bad sign, and suggests that the paralytic ileus is not 
under control or alternatively that it has merged into 
a mechanical obstruction requiring operation. 


6. Radiological signs. It is all important that good X-ray 
films in the erect, supine and left lateral recumbent 
positions be obtained. This may necessitate moving the 
patient to the X-ray department, but this is preferable 
to poor quality films taken with a portable machine. In 
mechanical small bowel obstruction, distended loops of 
small bowel are visible, and fluid levels may be seen in 
films taken in the upright and lateral positions. In 
addition, there is an absence of gas in the large bowel. In 
most cases of paralytic ileus, both small and large bowel 
are grossly distended, and there may be fluid levels present 
in both. Free fluid may cast an opaque shadow in the 
lower part of the film taken in the erect position. 


Once diagnosed, the treatment of early mechanical 
intestinal obstruction is initially conservative. Continuous 
suction decompression and intravenous therapy should be 
instituted without delay. However, it should be realized 
that distension igs much easier to prevent than to cope 
with after it has once been established. In this regard, 
the routine use of suction decompression after major 
abdominal surgery hag been effective in the prevention of 
much of the post-operative distension which occurred in 
years gone by. If the initial distension is prevented, 
the risk of mechanical obstruction in the early post- 
operative period is materially reduced. A long intestinal 
tube igs preferable to a duodenal tube, and the Grafton- 
Smith stylet may help its passage through the pylorus. 
If the obstruction does not rapidly relent after continuous 
suction through a long intestinal tube, operation should be 
undertaken without delay. There is no place for the 
protracted use of conservative measures when the patient 
does not show signs of rapid resolution of the obstruction. 
A persistence of feculent aspirations, of distension or of 
tachycardia suggests that surgical release of the obstruc- 
tion is necessary. 


NEUROGENIC OR FUNCTIONAL OBSTRUCTIONS. 


Intestinal obstruction in the absence of a mechanical 
factor may be called a functional or a neurogenic obstruc- 
tion. Paralytic ileus, adynamic obstruction and inhibition 
ileus are terms applied to these functional obstructions 
which may complicate operations, peritonitis, urzemia, 
pneumonia, renal pain and severe trauma, especially with 
retroperitoneal hemorrhage. Spastic functional obstruc- 
tions occur but are rare. They are not commonly diagnosed 
before operation, but may be suspected in patients with 
hysteria. The condition will usually respond to conserva- 
tive measures. As has been pointed out in the discussion 
on early post-operative mechanical obstructions, there is 
difficulty in differentiating cases of paralytic ileus from 
mechanical obstruction. Similarly, cases of paralytic ileus 
occurring without antecedent operations are often thought 
to be mechanical obstructions. 


The treatment of paralytic ileus consists of continuous 
suction decompression and adequate intravenous therapy. 
It is only in recent years that the importance of potassium 
depletion in connexion with paralytic ileus has been 
realized. Whether it igs the cause of the ileus or the 
result ig not known for certain. However, it is well known 
that potassium deficiency leads to abdominal distension 
amounting to a chronic ileus. It is also known that post- 
operative paralytic ileus will often subside only when 
potassium has been added to the intravenous therapy. 
This has been discussed earlier in the essay. When the 
electrolyte balance is known to be satisfactory, the patient 
often remains distended in spite of the presence of bor- 
borygmi. In these cases, the author has had success with 
injections of “Prostigmin”. Wangensteen (1955) recom- 
mends the use of hypertonic saline intravenously to 
increase the motive power of a paretic intestine. The 
author believes that neither of these methods should be 
used until the electrolyte imbalance has been corrected 
and there are signs that the intestine is recovering. The 
author hag not had much success with the administration 
of enemata or the passage of rectal tubes in the manage- 
ment of paralytic ileus. 

Paralytic ileus usually develops about the third post- 
operative day and rarely later than the fifth. It rarely 
persists more than eight days after operation. If disten- 
sion igs present for longer than this period, it is likely 
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that paralytic ileus hag merged imperceptibly into a 
mechanical obstruction and that surgical intervention is 
required. If, at operation, paralytic ileus is found, usually 
nothing should be done. In very rare cases, the great 
and protracted distension of the bowel is of serious con- 
cern and caecostomy may be indicated. Paralytic ileus 
occurring ‘in association with acute diffuse peritonitis is 
treated by suction decompression, intravenous therapy and 
the administration of antibiotics in high dosage. The 
necessity for surgical intervention will depend on the 
merits of the individual case. 


Generalized plastic peritonitis occurring after abdominal 


operation is a rather different problem. Contamination of - 


the peritoneal cavity short of that leading to acute diffuse 
peritonitis with paralytic ileus is very likely to result in 
a generalized plastic peritonitis with widespread adhesion 
of coils of gut to one another and to the parietes, and 
perhaps scattered walled-off abscesses of various sizes. The 
obstruction in such a case is a mixed mechanical and 
functional one, there being areas of organic obstruction 
from adhesion and kinking and areas of localized ileus 
from infection. One or other element may predominate so 
that it is often difficult to decide whether the obstruction 
is primarily mechanical or functional, and whether opera- 
tion is indicated or whether conservative measures should 
be continued. That this is one of the most difficult forms 
of obstruction to treat is reflected in the poor prognosis. 
The author believes that operation should be performed 
only in the last resort, and often, in such cases, the best 
procedure is to short circuit the multiple sites of obstruc- 
tion by anastomosing the distended proximal small 
intestine to a collapsed loop of colon. 


The differentiation of the “uremic abdomen” from a 
typical mechanical obstruction is exceedingly difficult. 
Many of these patients are old men and can give only a 
poor history. Increasing abdominal distension and a rising 
blood urea level may occur in both mechanical obstructions 
and the paralytic ileus that complicates uremia. In some 
cases of mechanical obstruction pain is absent, so that 
the absence of pain does not necessarily distinguish a 
case of uremia from one of mechanical obstruction. Good 
X-ray films showing gas shadows in small and large bowel 
and the extreme oliguria are the most important ways of 
differentiating uremia from obstruction. . If a patient 
with uremia is operated upon in the belief that he has 
a mechanical obstruction, there is often a fatal end result. 
However, success may follow if uremia is treated by suction 
decompression and appropriate intravenous therapy. 


Since the introduction of “Ansolysen” in the treatment 
of hypertension, cases of paralytic ileus due to this drug 
but thought to be cases of mechanical obstruction have 
occurred. These conditions are difficult to distinguish, but 
the fact that such patients have been taking the drug and 
have hypotension when examined may suggest the true 
diagnosis. The treatment is cessation of “Ansolysen”, 
suction decompression and intravenous therapy. Operation 
may lead to a fatal result. 


SumMary. 

1. The prognosis is influenced by delay in diagnosis. 
The clinical features may be atypical, and X-ray films are 
necessary to confirm the diagnosis. 

2. Suction decompression or operative release of the 
obstruction are not competitive methods. Each may be 
employed solely, in succession to, or in conjunction with 
the other method. While the use of suction may be 
invaluable, its misuse may be lethal. 

3. Improvement in anesthesia has been an important 
factor in the reduction of mortality. 

4. Operation in intestinal obstruction should be performed 


with the prime object of saving life by the simplest 
procedure consistent with ultimate recovery. 


5. Surgeons must learn how to decompress the distended - 


intestine without spilling the highly infective contents. 


6. Potassium deficiency must be guarded against in 
the treatment of intestinal obstruction. 

'7, Measures taken to reduce distension before, during 
and after operation will improve the prognosis. 


8. Operation is essential if strangulating obstruction is 
suspected. 
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APPENDIX. 


In this appendix, the author will analyse the resuits of 
154 consecutive cases of patients with acute intestinal 
obstruction upon whom he has personally operated over a 
four and a half year period from April, 1952, to October, 
1956. During this time he was on the full-time staff of a 
large general hospital, the policy of which was to admit all 
patients recommended by a doctor. It is only fair to say 
that many of these patients were not entirely under his 
care, that he was not called in to deal with some of them 
until the obstruction was far advanced, and that the decision 
to operate or to treat conservatively was not always his 
own. From this series of 154 consecutive proven cases of 
acute mechanical intestinal obstruction which were treated by 
operation are excluded: (i) All cases of intestinal obstruc- 
tion which resolved with conservative therapy. ‘These cases 
were not included because the author was unable to keep 
detailed records of them--they numbered many more than 
the operative cases—and because there must always be some 
doubt as regards the diagnosis. In the 154 cases there is 
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absolutely no doubt that they had mechanical intestinal 
obstruction. (ii) All patients with paralytic ileus from any 
cause. (iii) All patients with external hernie in whom only 
omentum was found incarcerated at operation. (iv) All cases 
of mesenteric vascular occlusion. This series includes many 
old and decrepit patients, but excludes all children below the 


TABLE I. 
Mortality versus Age. 


S 


Number of 
Cases. 
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154 


— of ig years, as they were admitted to the children’s 
ospital 


In the analysis, both the total mortality and the amended 
mortality will be given. The amended mortality is the 


TABLE II. 
Mortality According to Attiological Type. 


Number of 
Cases. 
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mortality directly related to the obstruction or its treatment, 
but excludes deaths due to obviously unrelated causes. In 
acute mechanical intestinal obstruction, out of the 154 cases 
the total number of deaths was 32 and the total number of 


TABLE III, 
Mortality in Cases of Large Bowel Obstruction. 


Number of Total 
Cases. Deaths. 


deaths related to obstruction was 26. 
20°8%, and the amended mortality 169%. 


From Table I, it can be seen that more than half the total 


The mortality was 


number of patients were over 60 years of age, and this group - 


provided more than 80% of the total mortality. 


1 Twenty-five = of cases were submitted, but have been 
omitted for reasons of space. 


It is interesting to note that obstruction due to internal 
herniz and to ileo-caecal volvulus had a higher mortality 


rate than that due to neoplasms (Table II). 


affairs should be remediable. 


TABLE IV. 


This state of 


Mortality in Cases of Small Bowel Obstruction. 


Type. 


Total 
Deaths. 


Deaths 
Related to 
Obstruction. 


All ¢; 


Simp 
Strangulati 
Hesection 


16 
4 
12 
3 
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Table III shows that: (i) the over-all mortality in large 
bowel obstruction is higher than that of small bowel obstruc- 
tion; (ii) the high mortality associated with perforation 
justifies early operation in large bowel obstruction; (iii) 


TABLE V. 
Mortality in Cases of Simple Obstruction. 


Deaths 
Total Related to 


Number of 
Cases. ths, Obstruction, 


there was no mortality from resection in large bowel 


obstruction (contrast small bowel obstruction). Nine of the 
10 cases were treated by exteriorization-resection, which is 


proved to be a safe procedure. Resection with primary 


TABLE VI. 
Mortality in Cases of Strangulating Obstruction. 


Type. Number of Total . Related to 
Cases. Deaths. Obstruction. 


Small bowel 
Large bowel 


Gangrene .. 
Resection 


anastomosis was performed in only one case—carcinoma of 
the right side of the colon. It is contraindicated in obstruc- 
tion with distension of the left side of the colon. 


TABLE VII. 
Mortality in Cases of Gungrene. 


Total 


Number of 
Cases. Deaths. 
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Table IV shows that: (i) the prognosis in small bowel 
obstruction is slightly better than that of large bowel 
obstruction; (ii) there is: a much -higher . mortality 
strangulating than in simple obstructions; (ili) resections 
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of bowel included those for Meckel’s diverticulum and for 
one case of carcinoma; (iv) resections performed for non- 
gangrenous bowel gave poor results compared with those 
eases in which a ote: was not required at operation. 


TABLE VIII. 
Mortality After Resection, 


Total 
Deaths. 


Total 
Small bowel 
Large bowel 


] 
Paul-Mikuliez 
Gangrene .. 


It should be noted that the chances of survival were 
almost as good among patients with strangulating obstruc- 
tions treated before the stage of gangrene as among patients 
with simple obstructions (Table V). 


TABLE IX. 
Mortality After Short Circuit Operations. 


Deaths 
Related to 
Obstruction. 


Total 


Type. Number of 
‘ais Cases. Deaths. 


Malignant 1 
Non-malignant 


Total 


The mortality when gangrene is present is more than 30%. 
Therefore, it is wise to operate on all cases suspected of 
strangulation because of the risk of gangrene. Table VII 
shows the high mortality associated with gangrene. 


TABLE X. 
Mortality Cases of Post-Operative 


Type. Related to 
Cases, Obstruction. 


simp 
Tanguia 
Large bowel 


“Table VIII shows that exteriorization-resection of the 
large bowel is a safe procedure even in the presence of 
distension; and that resection in large bowel obstruction is 


TABLE XI, 
Mortality in Cases of Obstruction during Pregnancy. 


Deaths 
Type. Number of Total Related to 


Total 
Small bawel” 
Large bowel 


much safer matt bowel where primary 
anastomosis is the rule, 

‘Table IX gives the mortality of short circuit. Of the > 


Obstruction, _ 


was associated with gross distension, and two had liver 
metastases (one of these had a fatal result). - Of those with 
non-malignant disease, short-circuit anastomoses were per- 
formed for inextricable adhesions, for narrowing due to 
oversewing a constriction ring, for anastomotic stricture 
and for multiple adhesions to a large pelvic abscess. 


Table X shows the mortality in early mechanical post- 
operative obstruction. Note: (i) The relatively high 
mortality, when it is remembered that these patients were 
in hospital under constant medical attention during the 
time this mechanical obstruction developed; (ii) 13 of these 
29 patients suffered minimal pain only, even though in some 
cases the obstruction was strangulating; (iii) in 17 of the 
patients, the symptoms were quite atypical. 


TaBLE XII. 
Mortality in Cases of Mesenteric Thrombosis. 


Number of Total 
Cases. Deaths. 


9 6 6 


1Note: (i) There was one case in which right hemicolectomy 
for gangrene was performed with survival of the patient—no 
anticoagulants were given; (ii) in one case of vascular 
insufficiency the condition was not severe enough to cause 
thrombosis. 


When intestinal obstruction develops during pregnancy 
(Table XI), it should be managed as if the pregnancy did 
not exist. Delay occurs because the colic is thought to be 
uterine rather than intestinal in origin. 


PIGEON CHEST (PROTRUSION DEFORMITY OF THE 
STERNUM). 


By RussELtt Howarp, M.D., F.R.C.S., F.R.A.CS., 
Royal Children’s Hospital, Melbourne. 


PicEoN cuEst (or breast) is the common and graphic 
term used to. describe a group of allied deformities 
probably better referred to collectively as protrusion 
deformities of the sternum. 

This article is based on the personal management of 
some 50 patients, of whom 16 have already been subjected 
to operation. 

Atiology. 


There are two distinct etiological groups. In the first 
the deformity is the primary condition, and the majority 
of these cases have an obvious hereditary basis. There 
exists an intimate association with funnel chest and, as 
indicated by the writer in 1955, the two deformities may 
present in different members of the same group of siblings. 
Still other chest wall anomalies may be seen in the same 
family, and all types of malformation may appear in 
apparently haphazard fashion throughout one or several 
generations. 


The gene concerned appears to be recessive and respon- 
sible for the general conformation of the thoracic cage. 
The initial anomaly may well be an abnormally long 
antero-posterior or transverse diameter, giving certain 
diaphragmatic fibres sufficient mechanical advantage to 
produce, in the first instance, sternal protrusion and, in 
the second, sternal depression. It seems certain that the 
diaphragm plays a vital part in the production of the 
deformity, but whether the mechanism is that briefly - 
outlined here or whether the diaphragm itself is basically 
abnormal, as postulated by Brown (1939), Lester (1950), 
Chin (1957) and others, is-probabiy 
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In the second group there is no such hereditary factor. 
The deformity is produced by some type of respiratory 
obstruction, notably asthma, or some increase in bulk of 
the thoracic contents as seen in congenital heart disease 
or diaphragmatic hernia (in both of these respiratory 
obstruction may also be a factor). I have known, in a 
child of six years, congenital emphysema of the upper 
lobe of the right lung cause this lobe to herniate through 
the anterior mediastinum and produce gross sternal pro- 
trusion; normal conformation is slowly returning after 
lobectomy. 


Clinical Features. 

As with funnel chest, the deformity may be sym- 
metrically or asymmetrically arranged about the midline. 
Patients fall naturally into three main-groups: 

In Group I the maximum protrusion is situated high in 
the sternum, usually between the second and fourth sterno- 
chondral junctions, and may form quite a sharp angle. 
This is a primary deformity, as discussed in the etiology. 


Ficurs I. 


A patient with pigeon chest, Type I: a, before operation; 
b, after operation. 


Of the 16 patients operated on, three were in this category. 
Figures Ia and Is illustrate such a case in a patient before 
and after operation. 


In Group II the sterno-xiphisternal junction is the site 
of maximum protrusion. This I have found to be the 
commonest type; it may be primary or secondary. Eleven 
out of the 16 patients were in this group. Figures IIa 
and IIs demonstrate the pre-operative and post-operative 
appearances of a patient with a somewhat unusual form 
of this general type. 

In Group III the deformity is asymmetrical. Associated 
with sternal protrusion is rotation around a vertical axis, 
elevation of the costal cartilages on one side (usually the 
right) and depression on the other. Confusion with funnel 
chest may even occur, but the essential point is that the 
sternum is protuberant and the distance from the sterno- 
xiphisternal junction to the vertebral column is greater, 
not less, than normal. In my experience this type has 
always been primary. It was found in the remaining 
two of the 16 patients. 


In all groups the lower costal cartilages .(fourth to 
seventh or eighth) and sometimes the ribs immediately 
lateral to them are curved inwards, as though pinched by 
a giant hand grasping the chest from the front, the 
pressure at the same time forcing the sternum forwards. 
This feature shows its greatest development in the 
patients in Group II. 


Whereas patients in whom the deformity is secondary 
will exhibit features associated with the causative disease, 
the primary variety of protrusion is responsible for symp- 
toms of a psychological nature only. These symptoms, 
however, are of the greatest importance. Surprisingly 
early in life the child becomes extremely sensitive about 
the deformity, and by the time the age of 12 or 13 years 
is reached, one finds the young male refusing to go 
swimming because of the curious glances cast in his 
direction; changing clothing in a public dressing room 
becomes an ordeal. At a later period, when interest in the 
opposite sex assumes greater proportions, the emphasis 
placed on normal chest development accentuates the 
psychological trauma. 


Although it would appear that these factors are largely 
incident on the male sex, let it not be thought that the 
female of the species escapes unscathed. The difficulty 
in disguising the bizarre appearance when wearing certain 
more revealing types of dress is one which preys on the 
victim’s mind to an extent equivalent to the effect on the 
male. These patients literally demand operative relief. 


Investigation. 

The necessary investigations are few in number. Care- 
ful questioning is vital in order to determine a family 
history of chest deformities on the one hand, or an 
etiological cause, e.g. asthma, on the other. Radiology 
accurately estimates the degree of sternal protrusion. 
After operation the improvement is equally accurately 


Ficure II. 


A patient with pigeon chest, Type II: a, before operation ; 
b, after operation. 


calculated. When protrusion is secondary the actual cause 
may be demonstrated, e.g. diaphragmatic hernia or con- 
genital lobar emphysema, 


Treatment. 

In primary cases the treatment is that of the deformity; 
in secondary cases that of the cause. The remedy for the 
deformity is operation. Physiotherapy is useless without 
operation, and retaining apparatus is worse than useless. 


The situation is somewhat similar to that of funnel 
chest. Some patients have minimal deformity and warrant 
no treatment. Others have gross deformity and obviously 
demand intervention. It is probably reasonable to state, as 
was suggested by the author in regard to funnel chest in 
1955, that all patients in whom the operation scar is less 
obtrusive than the deformity are suitable for operation. 
In the 16 patients in whom operation has been performed 
there has been neither mortality nor morbidity. Add to 
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these 90 patients with funnel chest subjected to a similar 
procedure with the same lack of complications and it will 
be seen that the operation, although apparently somewhat 
formidable, is, as judged by results, comparatively benign. 
Hence it would seem reasonable, when assessing the 
advisability of operation, to give this point no more than 
the consideration which these facts indicate that it merits. 


It is important to correctly time the surgical inter- 
vention. One generally sees these patients in childhood, 
and should this be in the first two to three years of life 
my own reactions are governed by two facts: first, there 
is nothing to be lost by waiting, at least up to eight 
years of age; and secondly, I have occasionally seen this 
deformity undergo spontaneous cure in the earlier years 
of life. If an obvious family history is present (which 
places the case in the primary category) and no improve- 
ment is evident after a year or so of. observation, there 
is certainly no point in waiting beyond the age of eight 
years. The oldest patient on whom I have operated was 
aged 28 years, and the result was excellent. 


With regard to patients in whom the deformity is 
secondary, one cannot help feeling that operation should 
be avoided unless the primary cause has been eliminated. 
Acting on this principle, I have advised against inter- 
vention when asthma was definitely the etiological factor. 
I find it difficult to subscribe to the view taken by Chin 
(1957) that asthma is likely to disappear after operation 
if indeed it has been responsible for the deformity. In 
this regard the situation is quite different from that which 
obtains in funnel chest. 


The operative steps are very similar to those used in 
funnel chest. A transverse incision is made at the level 
of the sterno-xiphisternal junction. Upper and lower 
musculo-cutaneous flaps are reflected and the bony chest 
wall is exposed. All the deformed costal cartilages 
(usually the third to seventh inclusive) are resected sub- 
perichondrially. The xiphisternum is detached from the 
sternum, and the diaphragmatic attachments to the lower 
costal cartilages are avulsed with the finger. A sternal 
osteotomy at the point of maximum deformity is per- 
formed, and the xiphoid process reattached to the body 
of the sternum at a point about one inch above its previous 
site of attachment, as suggested by Chin (1957). The 
operation is concluded by reattachment of the pectoral 
muscles and closure of the incision without drainage. 
This operation is based on the procedure aavocgien for 
funnel chest by Brown in 1939. 


Breathing exercises in the post-operative period are 
most important, and the chest wall regains its stability 
in an amazingly short time. The scar is excellent and 
situated in an area which is completely concealed by all 
types of feminine dress. 


Conclusion. 


In conclusion it may be stated that protrusion defor- 
mities of the sternum are less common than the depression 
deformities (funnel chest), and they have not the same 
implications with regard to interference with cardiac 
function. Nevertheless, they form a distressing little 
coterie, the members of which are readily susceptible to 
operative cure. 


Summary. 


The condition of pigeon chest (protrusion deformity of 
the sternum) is described and clinical types on an 
anatomical basis are postulated. The etiology is discussed 
and the differentiation drawn between primary and 
secondary deformities. Treatment is indicated. 
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AUTOMATIC INTRAVENOUS INJECTIONS. 


By NorMan R. JAMES, 


Director of Anesthetics, The Royal Melbourne Hospital, 
Victoria. 


Fottowine the introduction in 1932 of “Evipan” (hexo- 
barbitone) as the first relatively safe and efficient intra- 
venous anesthetic agent, innumerable attempts have been 
made to develop an automatic machine for injecting anes- 
thetic and other drugs intravenously, but few, if any, 
machines have been of any real use (Bunyan, 1938). 
Technological advances in recent years have now allowed 
a really practical, reliable and relatively simple device to 
be designed. 

The apparatus (Figure I) comaiins of a suitably sized 
metal base, 36 centimetres by 10 centimetres, on which 
is mounted at one end a small synchronous motor of 
standard voltage, which revolves at the rate of one 
revolution per minute and has a very powerful torque. 
The final drive of the motor is connected directly to a 
threaded spindle, which can be engaged to or disengaged 


Ficure I. 


from a ram by squeezing together two levers on a ‘spring- 
loaded split nut. The ram’s linear movement engages the 
plunger of any size syringe which the syringe holder can 
be adapted to take. In the particular model illustrated, the 
spindle is a Whitworth thread giving one inch (2-54 centi- 
metres) of linear movement to 20 revolutions of the 
spindle. When the ram ig advanced to the stage at 
which it has discharged the syringe, it engages a micro 
switch which cuts out the motor and switches off a small 
indicator lamp. The ram can be reset by pressing on the 
ot gia the split nut and a new charged syringe 
nserte 


In this particular model standard 10 cubic centimetre 
all-glass syringes are employed, and it takes 40 minutes ved 
discharge the contents. 


By altering the dilution of the solutions employed, 
different dosages of drugs can be injected. The rates of 
injection can also be altered if necessary by the insertion 
of spindles of different threads. 


The solutions to be injected are conveyed to the patient 
through any desired length of fine nylon tubing, the 
distal tip of which has been inserted intravenously for 
several centimetres through a No. 15 gauge needle, which is 
then withdrawn. The site of the vein chosen is governed 
entirely by the best one presenting. Any good vein in the 
ante-cubital fossa is suitable, in view of the fact that 
later flexion of the arm is of no ‘aeamnated as it is wan 
indwelling needles are employed. 
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The nylon tubing employed is No. 1 “Portex”, the bore 
of which is 0°74 millimetre and wall thickness 0-10 milli- 
metre, making an over-all diameter of less than one milli- 
metre. As mentioned above, this tubing will pass freely 
through a No. 15 gauge intravenous needle, and the tip 
of a Luer No. 21 gauge needle is inserted into the proximal 
end for attachment to the syringe. The tubing stands up to 
several autoclavings before losing its original condition. 
The tubing is relatively cheap (1s. per foot). Autoclaved 
packages containing eight feet (242 centimetres) of 
rylon tubing with No. 15 and No. 21 gauge needles are 
kept available for instant use. 


I have found the employment of this automatic injector 
device with nylon tubing invaluable for neurosurgery, 
where the anesthetist tends to be excluded during the 
operation from the immediate vicinity of the patient. Just 
as the anesthetist at a distance controls the patient’s 
airway with his endotracheal apparatus, he now has, at 
all times, under every condition, complete control of the 
patient in relation to giving, quickly or slowly, any 
intravenous anesthetic agent he may so desire. This 
facility cannot be provided by any other device. The 
efficiency of Gordh’s or other indwelling needle depends 
on the site of insertion should there occur active or passive 
movements of the patient. 


When actual drug solutions are not being given, patency 
of the tubing is maintained by the machine slowly injecting 
Ringer’s solution. 

Apart from anesthetic uses this type of machine, with 
its robust and absolutely reliable prime mover coupled 
with the advantages of nylon tubing, gives rise to all 
sorts of possible applications for continuous intravenous 
medication. 

Copies of this machine with any required modifications 
or elaborations may be obtained from M. E. Mack Pty. 
Ltd., 43 Carrington Road, Box Hill, Victoria. 
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Reports of Cases, 


A CASE OF MEPROBAMATE COMA WITH 
CONVULSIONS. 


By C. A. Troy, 
Royal Melbourne Hospital, 
AND 
S. GersHon AnD P. J. Morean, 
Department of Pharmacology, University of Melbourne. 


Tue tranquillizing agent meprobamate (“Miltown”, 
“Equanil”) is now widely used and, since its introduction, 
many of its side effects have been described. This case 
is reported because it displays a hitherto unrecorded effect 
of the drug. 

Meprobamate or 2-methyl-2-n-propyl-1,3-propanediol di- 
carbamate was first synthesized by Ludwig and Piech 
in 1950. It is stable in both gastric and intestinal juices 
and is relatively insoluble in water. The original pharma- 
cological and toxic reactions were studied in animals by 
Berger (1954). Meprobamate resembles mephenesin in 
producing reversible paralysis of voluntary muscles with- 
out significantly affecting autonomic functions. It is 
antagonistic to strychnine and counteracts symptoms from 


released inhibitions during light anesthesia. It acts on 

the central nervous system and inhibits internuncial 
circuits. In addition, it potentiates the action of bar- 
biturates in producing anesthesia. There is little direct 
action on skeletal muscles, no effect at myoneural junc- 
tions and no blocking of conduction in, peripheral nerves. 
Although closely related to mephenesin, it has a much 
longer duration of action and is rapidly absorbed through 
the gastro-intestinal tract. 


Meprobamate does not produce nausea or emesis in 
dogs, monkeys or man. It is claimed (Berger, 1954) that 
approximately 10% of ingested meprobamate is excreted 
unchanged and that a portion is conjugated with gluco- 
ronic acid in the urine. Its side effects and undesirable 
actions are only now being discovered and recorded. 


Basically, the lesions seen fall into four categories: 
(i) muscular paralysis, (ii) intestinal hyperactivity, 
(iii) dermatological reaction, (iv) paradoxical reaction. 


Clinical Record. 


The patient, a woman aged 27 years, was taken to the 
Royal Melbourne Hospital on November 20, 1957. 


She had a history of mental disease for some years and 
had made several previous suicidal attempts. Previous 
treatment had included a course of full-coma insulin and 
electro-convulsive therapy. ‘“Drinamyl”’ and chlorprom- 
azine had also been given. These forms of therapy had 
ceased some two years previously. She had formerly 
presented a pattern of hysteroid psychopathy with gross 
inadequacy and immaturity. There was no previous 
history of epilepsy or convulsions. Since January, 1956, 
she had been relatively well until some three months 
before her admission to hospital, when she lost her job. 
After losing her job she indulged in an excess of alcohol 
until five weeks prior to her admission to hospital, when 
she commenced taking 400 milligrammes of meprobamate 
four times a day. For two months prior to her admission 
to hospital she had not menstruated, and for the last 
three weeks of this period had been nauseated in the 
morning, but vomited on one occasion only. 


The patient became severely depressed after a domestic 
argument on the evening prior to her admission to hos- 
pital. She was found in an unconscious state late the 
following afternoon and was brought to hospital. More 
than 50 tablets which her husband thought to be mepro- 
bamate were missing, and she later admitted to ingesting 
these earlier that day, along with several ounces of 
brandy. 

She was brought to hospital in coma at 6.15 p.m. on 
November 20. When examined in the casualty department, 
her limbs were flaccid, but they moved with supraorbital 
stimulation. Both tendon and pupillary reflexes were 
present. Gastric lavage was performed at 6.30 p.m., but 
the returned fluid contained no particulate matter. During 
this procedure some twitching of the face and limbs was 
noted. She was observed in the casualty department, but 
showed no sign of recovering consciousness and was 
admitted to the ward at 8.30 p.m. 


Examination at this time revealed a comatose young 
woman with deep regular respirations of 18 per minute. 
Her pulse rate was 92 per minute and her blood pressure 
was 100/70 millimetres of mercury. Fine rales were wide- 
spread throughout the chest. The uterus was somewhat 
enlarged. The only other significant clinical abnormalities 
observed were in the central nervous system. These were 
as follows. The upper and lower limbs exhibited increased 
tone. The arms lay with the shoulders in the neutral 
position, the elbows hyperextended and the wrists slightly 
flexed; the index fingers were partly extended, the other 
fingers in the neutral position. The thumbs lay along the 
radial borders of the index fingers. Rigidity was most 
marked in the elbows, which remained in hyperextension. 
The exertion of a steady pressure was required to produce 
flexion of the elbows. However, once the resistance had 
been overcome, the elbows remained in flexion unless 
returned to the extended position, when they again became 
hypertonic. Tendon reflexes in the upper and lower limbs 
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"were very active, and a bilateral plantar-flexor response 


was present. The pupils were circular, eccentric, widely 
dilated and reacted to light. Pharyngeal and laryngeal 
reflexes were present; in fact, during the passage of the 
gastric lavage tube, when a finger was inserted over the 
epiglottis along the course of the tube, there were rhyth- 
mical muscular contractions of the pharynx on the examin- 
ing finger. Painful stimulation by supraorbital pressure at 
this stage precipitated a series of regular myoclonic con- 
vulsions, but there was no purposive withdrawal from the 
painful stimulus. During such a seizure there was a slight 
flexion of the spine resulting in elevation of the shoulders 
by several inches from the bed. In the upper limbs, the 
whole arm convulsed, but the elbow remained hyper- 
extended between convulsions as described earlier. It 
was not possible easily to examine the lower limbs care- 
fully as they were concealed by the bed-clothes. There 
were also synchronous contractions of the facial muscles. 
These seizures were, on the whole, similar to the epilepti- 
form convulsions seen with electro-convulsive therapy per- 
formed under curare-type relaxation. There was no 
cyanosis or involuntary micturition or defecation during 
the seizures, the duration of which was up to about two 
minutes. These seizures were readily induced not only by 
supraorbital pressure, but also by less painful stimuli such 
as the inflation of a sphygmomanometer cuff about the 
arm. 

No specific treatment of the poisoning was given. The 
pharynx was aspirated and four-hourly administration - of 
crystalline penicillin commenced. An indwelling catheter 
was inserted and specimens of urine were taken for 
chemical investigation. By 10.30 p.m. on the evening of 
her admission to hospital the systolic blood pressure had 
fallen to 75 millimetres of mercury. Accordingly, the 
foot of the bed was raised. The blood pressure did not 
fall below this level, and no hypertensive drugs were 
employed. The pulse was of good volume, and there was 
no other evidence of circulatory failure. 


At 8.30 a.m. on the following day the pulse rate was 
72 per minute, respirations numbered 20 per minute and 
the systolic blood pressure had risen to 90 millimetres of 
mercury. The patient was still comatose and breathing 
heavily. The extremities were very spastic. Supraorbital 
pressure resulted in the same myoclonic seizures as before. 
Moreover, up till this time, such seizures had been occur- 
ring intermittently without any intentional stimulation. 


By 11 a.m. the patient was regaining consciousness and 
began sobbing. There was then no evidence of spasticity 
or convulsions. At 2 p.m. the same day she was awake 
and talking and even attempted to leave her bed. 


Her further recovery was uneventful, and on the 
following day she was ambulatory. Pregnancy was later 
confirmed by a positive result to a toad test on the urine. 


- Chemical Examination of Urine. 


It was thought desirable to establish, as far as possible, 
that the symptoms observed were not due to the intake 
of other ph2imacologically active agents, and consequently 
a rapid screening test was applied that has been devised 
in the Department of Pharmacology, University of Mel- 
bourne, for the detection of traces of alkaloidal stimulants 
in samples of urine from racehorses. Briefly, this con- 
sisted of extracting 180 millilitres of urine, after satura- 
tion with sodium chloride and adjustment to pH 9-0 with 
20% sodium hydroxide, with one-fifth its volume of 
chloroform by gentle agitation for 20 minutes. A rapid 
paper chromatographic screening test, details of which 
have yet to be published, was then applied to this chloro- 
form extract. The result of the test proved negative for 
alkaloids at a level of one part per million in the urine. 
Stimulants such as amphetamines and other alkaloids were 
therefore excluded. 

The chloroform was then slowly evaporated from the 
extract, the vapour being pumped off at room tempera- 
ture. .At small bulk, a few milligrammes of white crystal- 
line material were deposited; this had a melting point, 
without further purification, of 103° to 105°C. Mepro- 
bamate itself is stated to melt at 104° to 106°C. This 


material is not obtained when normal human urine is 
subjected to the foregoing procedure. Its probable identity 
with the drug meprobamate was established by performing 
a mixed melting point test by the capillary tube method. 
Paper chromatographic evidence for the presence of the 
drug in the urine was also obtained. Details of the paper 
chromatographic methods used will shortly be published 
by one of the authors (P.J.M.). 


To the knowledge of the writers, no other case has been 
recorded of this type of paradoxical reaction to mepro- 
bamate, in which there was muscular hypertonicity rather 
than the usual picture of flaccid paralysis. It could be 
argued that in view of the exaggerated respiratory excur- 
sion the hypertonicity was more in the nature of tetany 
consequent on a respiratory alkalosis. However, the 
seizures were of a clonic type and unlike those usually 
seen with hyperventilation. Although no investigation of 
the blood chemistry was made, it would appear more 
probable that hyperventilation in this case, rather than 
being a cause of the phenomenon observed, was merely 
another manifestation of the excitatory response of the 
skeletal musculature, in which is included the diaphragm 
and other muscles of respiration. 


This case is of interest because another case of mepro- 
bamate coma’ was recorded by Heberden and Cooper 
(1957), in which the patient had taken two tablets every 
four hours for three days and then one dose of eight 
grammes on the night of his admission to hospital. By 
the following morning the patient was comatose, insensi- 
tive to stimuli and flaccid, and there were no tendon 
reflexes present. In the case here reported the patient 
took a large dose of meprobamate (20 grammes), resulting 
in a coma accompanied by convulsions. No other com- 
pounds were taken, and this was verified by the pharma- 
cological investigations reported earlier. To the authors’ 
knowledge, this is the largest dose of the drug after 
which a patient has recovered from coma without the 
use of specific therapeutic measures. It is important to 
mention that meprobamate has little or no tendency to 
produce emesis after ingestion, and therefore gastric 
lavage is especially indicated in cases of suspected inges- 
tion of this drug. Furthermore, meprobamate previously 
has been shown to potentiate the sedative effect of other 
central nervous system depressants, and under these cir- 
cumstances more specific forms of therapy may be 
indicated. 

Summary. 

A twenty-seven-year-old pregnant woman attempted 
suicide by ingestion of approximately 20 grammes of 
meprobamate, resulting in a state of coma during which 
she exhibited muscular hyperexcitability in the form of 
repeated myoclonic seizures of an epileptiform nature. 

She recovered consciousness without the use of any 
specific treatment other than gastric lavage and general 
supportive measures. 

Examination of the urine was Gbeutinent with the 
history of ingestion of meprobamate alone. 

The significance of the paradoxical response to mepro- 
bamate is discussed. 
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Reviews, 


Hypnography: A Study in the Therapeutic Use of Hypnotic 
Painting. By Ainslie Meares, M.B., B.S., B.Agr.Sc., 
D.P.M.; 1957. Springfield, Illinois, U.S.A.: Charles C. 
Thomas, Oxford: Blackwell Scientific Publications. 
‘B x 288, with many illustrations, Price: 58s. 6d. 

nglis 


Tui1s book has as its basis the author’s papers on the 
use of painting under hypnosis as a diagnostic and thera- 
peutic aid. After a brief summary of the history of hypnosis 
the author outlines his method of inducing the hypnotic 
state. He assesses the suggestibility of the subject during 
the clinical examination and adapts his techniques according 
to his findings. Hypnosis occurs through suggestions of 
relaxation, by arm levitation, by repetitive movements or 
by the dynamic method of changing suggestions. It is 
obvious that any method of treatment which has so many 
variations conforming to individual personality patterns 
cannot be easy. 


Hypnosis having been achieved, the patient is encouraged 
to paint with a brush. There is a technique to deal with 
the slow starters, the persistent refusers and the over- 
enthusiastic daubers. It is explained that the manner of 
holding the brush and the content of the finished work havé 
important meanings. Superficially the paintings resemble 
those of children. “The paintings are flat. Nothing is done 
to give any idea of depth of perspective. As with children’s 
paintings, they are often smudged or untidy. Sexual con- 
flicts are depicted with the uninhibited realism of childhood. 
The body is shown in its nakedness, and masculinity or 
feminity is emphasized by the size of the genitals or breasts.” 


The text is illustrated by 208 crude, black and white 
drawings, which express in symbolic form the associations 
of basic human conflict. Thus a clothed female produces 
the association, -““My wife I hate her’. An outline of two 
naked figures lying together with a shapeless blob between 
them is “Mum, Dad, me”. The symbols may represent the 
conventional, the individual to the patient or the universal 
as in phallic forms. It is pointed out that in every case 
differentiation of symbol interpretation needs careful thought. 
Five case histories are recorded in the form of series of 
paintings to which the patients’ explanations are appended. 


After the hypnography session the patient is allowed to 
sleep for twenty minutes. On awakening there may be 
denial that hypnosis has occurred. "When this happens it 
is regarded not as a failure but as a method of evasion. 


Practical difficulties in doctor-patient relationships are 
discussed. The author states that with female patients, 
a third person may be present. This need not interfere 
with the efficiency of treatment. 


The author is careful to point out that this book is a 
clinical study on his own patients. He believes that “Hypno- 

graphy” could be a useful tool for research and is useful 
in treatment. Possibly the latter is produced through 
fostering of insight and the production of abreaction. 


Dr. Meares is to be congratulated on pioneering a new 
approach to therapy, but his method will need 
checking by other observers before its large-scale employ- 
ment can be considered. He hopes that this book will 
stimulate others to test the validity of his findings. 


A Symposium on Non-Toxzemic Hypertension in Pregnancy. 
—e by Norman F. Morris, M.D., M.B., B.S., M.R.C.O.G., 
one J. C. McClure Browne, B.Sc. M.B., F.R.C.S., 

F.R.C.O.G.; 1958. London: J. and A. Churchill, Limited. 
83” x 53”, pp. 256, with 78 illustrations. Price: 35s. 
(English). 


Tus book contains the 19 papers that were read, the dis- 
cussion that followed and the final summing-up that 
occurred at a symposium on non-toxzemic hypertension in 
pregnancy held in London in July, 1957. The participants 
were most of the leaders in this field in Great Britain with 
a few visitors from Europe and the United States. The 
book is divided into five parts. The first deals with the 
maintenance of normal blood pressure and the changes 
observed in the early stages of hypertension, the second with 
the course of pregnancy complicated by essential hyper- 
tension, the third with the course of pregnancy complicated 
by other hypertensive diseases (renal lesions, phzeochromo- 
cytoma, coarctation of the aorta), the fourth with the 
management of pregnancy complicated by hypertension, and 
the fifth with the remote prognosis. A final summing-up by 
Dr. Alex Bourne and Professor Rosenheim completes the 


The editors, Professor Norman Morris and Professor J. C. 
McClure Browne, are to be congratulated on producing a 
book so soon after the symposium. Each paper is excellent 
and contains the latest developments in the subject under 
discussion. All physicians and obstetricians who treat 
patients with high blood pressure during their pregnancy 
should read this book. ‘ 


Principles of General Surgical Management. By H. A. F. 
Dudley, F.R.C.S.E., with the assistance of B. C. Paton, 
M.R.C.P.E., et alii, and with a foreword by John Bruce, 
C.B.E., T.D., F.R.C.S.E.; 1958. Edinburgh and London: 
E. and S. Livingstone, Limited. 943” x 64”, pp. 212, with 
67 illustrations. Price: 27s. 6d. (English). 


TuIs new book has been written primarily in an attempt 
to help the newly qualified practitioner who is required to 
assist in the care of patients in the various fields of general 
surgery. Most aspects of the preparation of the patient for ' 
surgery and the management after operation are dealt with, 
and this is done in a direct and lucid manner. A study of 
the book may be expected to give the young resident an 
early confidence and, further, to give him a knowledge of 
the principles underlying the measures he adopts. A list of 
references and additional references is given at the end of 
each chapter. The diagrams and general presentation are 
excellent, while the chapter on antibiotics and chemotherapy, 
with its tables of clinical data and the sensitivities of various 
organs, is particularly well written. 


The authors have purposely excluded consideration of fluid 
and electrolyte balance, stating, firstly, that this subject is 
adequately covered in other recent books, and, secondly, that 
they feel that by so doing they will correct an imbalance in 
contemporary surgical fashion. 


The book can be strongly recommended to the resident in 
surgery; and such has been the advance in the ward care 
of patients undergoing surgical treatment in recent years, 
that few older surgeons will not benefit by reading it. 


Symposium on Diseases and Surgery of the Lens. Editor, 
George M. Haik, M.D., F.A.C.S.; Associate Editor, 
Elisabeth M. McFetridge, M.A.; Art» Editor, Don 
Alvarado. 1957. St. Louis: The C. V. Mosby company. 
Melbourne: W. Ramsay (Surgical), Limited. 99” x ‘ 
pp. 260, with 233 illustrations. Price: £5 15s. 6d. 


TuHIs unusual and interesting book is an edited accoun* of 
a symposium held in New Orleans in 1956. Those who 
participated in the symposium are all leaders in American 
ophthalmology, viz., Chandler, Cordes, Dunnington, Irvine, 
Kinsey, Thorpe and Vail. Cordes writes on the embryology 
of the lens, congenital and juvenile cataract, and the surgery 
of congenital cataract. Thorpe discusses diagnosis and 
classification of adult cataract. The techniques and 
mechanics of the cataract operation are dealt with by Vail. 
Chandler writes on the surgery of complicated cataracts, 
complications during surgical operation on the adult and 
congenital cataract. Dunnington discusses normal healing of 
cataract incisions and complications of wound healing. 
Vitreous changes and lens-induced uveitis and glaucoma are 
dealt with by Irvine. The discussion of each subject reflects 
the author’s personal experience; as a result the advice 
given is practical, and much can be learned from any page 
of this book. The final section of the book is a record of a 
round-table discussion in which all contributors answered 
selected questions. The text is admirably produced, and 
diagrams are lucid and instructive. The book can be recom- 
mended to all practising ophthalmologists. 


An Introduction to Dermatology. By G. H. Percival, M.D., 
Ph.D., F.R.C.P., D.P.H.; Twelfth "Edition; 1956. | Edin- 
burgh and London: E. and S. Livingstone, Limited. 
82” x 52”, pp. 382, with 256 illustrations, 188 in full 
colour. Price: 45s. 


Tu issue of a twelfth edition of this admirable text-book 
is designed to cover the great advances in many aspects of 
dermatology in the nine years since the publication of the 
eleventh edition, and more than half a century since the 
late Sir Norman Walker’s first edition of “An Introduction 
to Dermatology”. The book provides a concise, dogmatic, 
clear and readable outline of the commoner skin diseases, as 
taught in the Edinburgh school, and as such is of value to 
students and practitioners alike. From its introductory 
sections on anatomy, physiology, pathology and treatment, 
the field of dermatology is well presented, with emphasis on 
clinical observations. Mention is made of the value and 
limitations of the corticosteroid:, with particular reference 
to the pemphigus group of diseases. 
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One is immediately struck by the wealth of illustration, 
there being 256 plates, the majority in colour. Many of 
these are new, and give an excellent impression of the colour 
and texture of the lesions, in contrast to a few of the older 
reproductions of “moulages”. The histopathology of some 
conditions is well illustrated by photomicrographs. This 
emphasis on visual education is in fact the main feature of 
the book. Laborious discussions of controversial points 
have been avoided. There is very little reference to the 
work of other contemporary authorities, as such, and there 
is a refreshing absence of eponymous terms. 


Textbook of Sener « Ly 4 John F. Cunningham, M.D., 
M. P.R.C.P.L, Third Edition; 1958. 
London: William (Medical Books), Limited. 
84” x 5%”, pp. 528, with 297 illustrations. Price: 40s. 
(English). 


Tuis book, now in its third edition since 1951, is a short, 
readable and well-illustrated volume, based upon the vast 
experience obtained by the author during the period of his 
Mastership of the National Maternity Hospital, Dublin, and 
since. It follows a conventional form with sections on the 
physiology of pregnancy, the diagnosis and management of 
normal pregnancy and labour, and the pathology of labour. 
The puerperium, operative obstetrics and pediatric problems 
are discussed briefly and expertly. Because of this careful 
approach to the problems discussed, there is very little to 
challenge, provided the reader recognizes the differences in 
local teaching. For example, it would be unusual here to 
employ. deep anesthesia for the clinical determination of 
disproportion in late pregnancy. Lovset’s method of breech 
delivery is regarded as unnecessary, and it is not recom- 
mended. On the other hand, there is a section of particular 
interest on the advocacy and detailed description of 
symphysiotomy. Finally, there are frequent references to 
the ethical standards of the Roman Catholic Church, and 
the author expresses the hope that “these may be helpful to 
doctors of any denomination who are unacquainted with 
these standards”. 


Amenities of Infants and Children. By D. McCullagh Mayer, 
D.D.S., \ A.C.S., F.LC.S., and Wil A. Swanker, 

M.D., PAGS. F.1.C.S. ; 1958. 

McGraw-Hill Book Company, Inc. 

with 95 illustrations. Price: $12.00. 


THe two authors of this book are plastic surgeons asso- 
ciated with the New York Medical Center, which includes 
a children’s hospital, and are clearly experienced in the 
surgical management of children. One can only applaud 
their remarks in chapter 2 on the general aspects of 
pediatric surgery; although the statements on page 15 on 
electrolyte and fluid therapy read strangely to our ears. At 
the same time the term “anomaly” has been stretched to 
cover a very diverse collection of surgical conditions, 
ranging from cleft lips and palates, thumb-sucking, virus 
infections, skin diseases and so on, to imperforate anus and 
clubfoot. As a result the treatment of all is so superficial 
that, although the book is said to be intended for students 
and general practitioners, the information presented will 
often prove of little value to them. One may instance the 
way in which the treatment of imperforate anus is dismissed 
as consisting of simple incision of the perineum and sub- 
sequent dilatations. With drastic and selective pruning of 
the material and elimination of subjects outside the scope of 
the. authors’ specialty, this book could achieve a _ useful 
purpose. 


New Y 
83” x 53”, pp. 464, 


Parent-Child Tensions. By Berthold Eric Schwarz, M.D., 
and Bartholomew A. Ruggieri, Philadelphia: 
J. 3B. Lippincott Company. dne Angus and 
Robertson, Limited. 9” x 54”, pp. 36. Price: 54s. 6d. 


THIS purports to be a book for parents, presumably 
American parents, because the authors are engaged in 
pediatric practice there, and the examples quoted are, of 
course, from their own clinical practices. However, the 
further we read through the book the more we became 
disturbed at the suggestion that the book was intended for 
parents—Australian parents, anyway. Hollywood has 
fostered the idea that all Americans of status have their 
own psychoanalyst, and this implies a high level of accept- 
ance, in part at least, of the Freudian basis of personality 
development. We may perhaps feel thankful that this 
intensity of interest has not yet reached Australia. 


According to the authors, almost all tensions between 


parents and child stem from distortions in the child’s psycho- 
sexual development. It would seem that the main cause for 


these distortions are the actions of “broad-minded” mothers 


who bathe with and enter the bath with their sons, even 
through to adolescence, and similar antics between fathers 
and daughters. The reader is left with the impression that 
these are almost universal practices in America, whereas they 
must be limited to a small minority. One sentence is typical 
of many—a mother reporting to one of the authors about 
the abnormal sexual behaviour of her 19-year-old son: 
“When he was older, he had the room to himself, but ever 
to this day, if I’m stretched out (nude) taking a nap, he’d 
enter my room and I wouldn’t be ashamed of my body.” 
This woman frequently walked around the house with only 
her brassiére and panties on; and that “didn’t make any 
difference to the children”. The book abounds in this type 
of case material. 


This is surely a book about disease, mental disease, in 
perhaps both parents and children. It is not a book on 
preventive mental health. '{t is not recommended for the 
average Australian parent and certainly not for the parent 
of the grossly disturbed child. The average general prac- 
titioner may find it unacceptable, and would reject it; the 
psychiatrist knows the facts and we hope can place them 
in their true perspective. 


Books Received, 


{The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 


“Essays on ‘The Welfare State’”, by Richard M. Titmuss; 
1958. London: George Allen and Unwin, Sted. 83” x 52”, 
pp. 232. Price: 20s. (English). 

The author is Professor of Social Administration in the 
University of London. 


“Freud and the 20th Century’’, edited and selected by 
Benjamin Nelson; 1958. London: George Allen and Unwin, 
Limited. 84” x 53”, pp. 320, with illustrations. Price: 28s. 
(English). 

A symposium on Freud's life, ideas and influence. 


1958. London: Her Majesty’s 


“Current Medical 
54, with many illustrations. 


Stationery Office. 94” 4 pp. 
Price: 3s. (English). 

A reprint of the articles in the Report of the Medical 
Research Council for the year 1956-1957. 


“The Determination of the ABO and Rh(D) Blood Groups 
for Transfusion’, Medical Research Council of the Privy 
Council Memorandum No. 36; ness. London: Her Majesty’s 
Stationery Office. 93” x 53”, pp. Price: 3s. 6d. (English). 


A greatly revised version of wrce Memorandum No. 9. 


“An Introduction to the Study of Experimental Medicine”, 
by Claude Bernard, with a foreword by I. Bernard Conen ; 
1958. New York: Dover Publications, Incorporated. 8” x 54”, 
pp. 256. Price: $1.5 

A republication a English translation of a classical work 
which first appeared ninety years ago. 


“Neurotic Distortion of the Creative Process”, by Lawrence 
S. Kubie, M.D.; 1958. Lawrence; University of Kansas Press. 
84” x 5”, pp. 160, with illustrations. Price: $3.00. 

The author describes this as a “limited and modest study 
of those particular aspects of man’s symbolic processes 
which constitute the instrument both of his creativity and 
of his psychological illness’. 


“Psychopathic Personalities”, by 
translated by M. W. Hamilton, 
Anderson, M.D., MSe, F.R.C.P., 
Cassell and Company, Limited. 7” x 4%”, 
(English). 

An important study now translated into English for t, 


first time. 


Professor Kurt Schneider: 
B.A.; foreword by E. W 
D.P.M.; 1958. Londor 
pp. 178. Price: 1% 


“Science News: Gravitational Waves”, Number 49, edited by 
Archie and Nan Clow; 1958. Victoria : Penguin Books 
Proprietary, Limited. London: The ees Press, Limited. 
7” x 4”, pp. 128, with illustrations. Price: 

Contains articles on gravitational evans unconventional 
production of foodstuffs, silicones, bubble chambers and 
nuclear research, the stuff of bones, communication in ons 
field of science and a research sa ceil 
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OPHTHALMIC RESEARCH IN AUSTRALIA. 


QureTtLy, with less publicity than it deserves, the 
Ophthalmic Research Institute of Australia has grown 
and consolidated its position since its formation was 
announced at the annual meeting of the Ophthalmologicai 
Society of Australia (B.M.A.) in October, 1953. The 
objects for which the Institute was established were set 
out in full in a leading article in this Journal on March 6, 
1954. They number twenty-three, but it will be enough for 
present purposes to quote the first two: 

(a) To conduct and carry out research study and 
investigation of and into the nature structure and 
functions of and relating to the human eye as a means 
of seeking to discover the nature origins and causes of 


affections and diseases of and relating to the human eye 
and as affecting human vision. 


(b) To seek and discover the origins and causes of 
blindness in man by the application of any or all of 
those branches of science which are relevant to this 
purpose and to make the best use of knowledge so 
gained for the improvement of means for the prevention 
of blindness in man. 


The remaining objects may be said to elaborate these two 
and provide for every apparent eventuality in the setting- 
up of a first-class research institute and the fostering of 
ophthalmic research in Australia. This the board of 
management of the Institute, with Dr. A. S. Anderson as 
chairman and Dr. W. Deane-Butcher as honorary secretary, 
has set about doing. The funds of the Institute have 
grown steadily and, no doubt, could be increased much 
more if a deliberate drive was undertaken. The activities 
of the Institute are being developed slowly but soundly. 
The outstanding gift to the Institute has been the 
anonymous provision of £100,000 (known as the “D.W. 
Funds”) by a “citizen of Canberra’ for certain special 
purposes. The practical outcome of this provision is that 
the Institute has been able to share with the University of 
Melbourne and the Victorian Eye and Ear Hospital in the 
creation of a Chair of Ophthalmology in the University of 
Melbourne and a “Prevention of Blindness” Research Unit 
at the Victorian Eye and Ear Hospital, and in the appoint- 
ment of a Director of Research to the Institute. The two 
appointments of Professor and Director are to be held 
concurrently by the one appointee, who will control the 
Research Unit at the hospital. A Unit Research Advisory 


Committee and a Standing Committee for the Chair of 
Ophthalmology have been set up, with Dr. A. S. Anderson 


and Dr. A. Joyce representing the Institute on each com- 
mittee. The terms relating to the appointment of th 
Professor-Director have been agreed upon, and the position 
has been advertised. It is to be hoped that an outstanding 
person will be attracted and appointed. 


Another important development has been the appoint- 
ment of Dr. Ross Davis as the Ophthalmic Research 
Institute Fellow in the Department of Physiology in the 
University of Sydney for 1958. The work on neuro- 
physiology, and especially on the neurology of vision, 
carried out by Professor P. O. Bishop and others in this 
department is well known. With imagination and carefu! 
planning, first-rate facilities are being developed for the 
investigation not only of the neurological aspects of vision, 
but of other important ophthalmic problems, such as that 
of the extraocular fluids. These problems are closely allied 
to those already being studied in the department. A 
cardio-pulmonary research group, whose investigations are 
particularly concerned with problems in hemodynamics, 
has developed techniques for measuring and recording 
pressures and flows in the blood-stream which would be 
applicable to the fluid dynamics and the blood supply of 
the eyeball and orbit. Again, the mechanism of the active 
transport of substances across cell membranes is the 
central problem in relation to the formation of aqueous 
humour; the techniques appropriate to the investigation 
of this problem are closely similar to those employed in 
the study of conduction and transmission in nerves. It 
is thus clear that Professor Bishop’s department offers 
great possibilities for ophthalmic research. He aims, first, 
to build up an adequate staff of full-time permanent 
research workers and, second, to provide facilities for 
graduates to spend a year engaged in ophthalmic or 
general physiological research as part of the training pro- 
gramme for those who wish to specialize in ophthalmolog,’. 
It is to be hoped that his department will have the con- 
tinued and increasing support of the Institute. 


Basic physiological work such as this constitutes one 
approach to ophthalmic research, and indeed a funda- 
mental approach with exciting possibilities, although it is 
limited in its appeal to the man in the street who may be 
called upon to provide financial support for research. 
What will be the research programme of the Professor- 
Director in Melbourne remains to be seen. There are many 
important aspects—clinical, pathological, industrial and so 
on—which require investigation. If, as many hope, the 
University of Sydney also founds a chair of ophthalmology 
in the reasonably near future, there will still be plenty to 
do. Among other things, serious attention might be 
directed to the teaching of ophthalmology on both the 
undergraduate and the post-graduate levels, and to the 
closer integration of ophthalmology into the teaching of 
medicine and surgery. 


The Ophthalmic Research Institute of Australia has 
great possibilities and every reason to expect that it will 
justify the action of the Ophthalmological Society of Aus- 
tralia in bringing it into being. It should not hesitate to 
make a bold request for funds when it thinks the appro- 
priate time has come, for its work must appeal to the 
medical profession and to the general public alike. In an 
oration delivered in the Wilson Hall of the University of 
Melbourne on October 3, 1957, Sir Stuart Duke-Elder 
envisaged the Institute as taking its place beside those 
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agencies in other countries which are working to combat 
eye diseases and especially the major problem of blindness. 
But he then offered a special challenge, which might well 
delineate for the Institute its peculiar role in the future. 
“Why”, he asked, “should your Institute for the Prevention 
of Blindness not be the centre of research in Eye Diseases— 
not for Victoria, not for Australia, but for the Islands of 
the Pacific and the countries of South-East Asia? If Aus- 
tralia is not to be the intellectual and scientific leader of 
this great quadrant of the globe, who is to be? . . . What 
an opportunity you have if you will seize it; an oppor- 
tunity untainted by Imperialism or Colonialism, of pure 
humanitarianism and altruism. Make it an Australasian 
Institute for the Prevention of Blindness in the widest 
and the greatest sense.” Perhaps—indeed, we hope that it 
is so—the Ophthalmological Society of Australia has 
started something much bigger than even its vision 
originally encompassed. 


Current Comment. 


SCLEROSIS. 


A FEW YEARS ago the disorder known as disseminated 
sclerosis was virtually unknown to the public. Now that 
its name has been Americanized to multiple sclerosis, 
public awareness has increased, and the Press has got 
round to publishing comforting articles on “creeping 
paralysis” and the “living death’. This is not altogether 
a help. It is not easy to reassure a patient suffering from 
a disease of which we know neither the cause nor the cure, 
but middle-aged patients are usually grateful for the 
information that the average duration of the disease is 
about twenty-three years. Rapid mental arithmetic will 
convince them that they will outlive many of their con- 
temporaries. This information can be withheld from the 
younger patient, to whom twenty-three years is only a 
passport to middle age, and the remitting nature of the 
disorder can be emphasized 


Multiple sclerosis is a disease of transient treatments 
as well as transient symptoms. The “Russian vaccine” 
era has now passed with the withdrawal of the vaccine 
from clinical use by Professor Shubladze until it has been 


- further investigated. Assessment of the results of any 


treatment is very difficult because of the undulant course 
of the disease. L. Alexander and his colleagues from 
Boston: have recently published an evaluation of four 
methods of treatment, using a quantitative scoring method 
as an index of the progress of the disease. They followed 
554 patients over a period averaging almost three years, 
and some for as long as eight years—a total of ‘5,635 
scored neurological examinations”. In such a large series 
points of normal history are of interest. They confirm 
that. the onset of the disease is rare below the age of 15 
and over the age of 50 years, with a peak incidence in the 
middle twenties. Cases in females outnumber those in 
males in the proportion of three to two. The rate of occur- 
rence of new cases was constant for each year, which would 
not be expected if the disease was caused by an infectious 
agent. The disease appeared to progress more rapidly in 
the first five years of its course and then to become less 
active. Those who were moderately disabled after five 
years reached the wheel-chair stage after a mean of fifteen 
years. None of those with minimal disability at five years 
have reached the “wheel-chair level”. The average rate 
of relapse was one every sixteen months. The capacity to 
recover from an attack improves with increasing duration 
of the illness; and the more — the onset of an attack, 
the more rapid the recovery. 


According to the findings of Anderson and his colleagues, 
treatment by vitamins and muscle adenylic acid had uo 
effect on the course of the disease. Blood transfusio:is 
(500 millilitres weekly for six weeks) appeared to have a 
favourable effect on the course of the disease lasting about 
sixteen months. As the normal interval between attacis 
averages sixteen months, it is postulated that some 
resistance factor is transferred from donor to patient 
which assists the resolution of one attack but does not 
protect against further episodes. Alexander and his 
colleagues conclude that blood transfusion has a place in 
treatment in early cases, in which disability does not pro- 
gress steadily between attacks. ACTH therapy, both for 
the attacks and as a maintenance regime, was studied in 22 
cases for periods of up to four years; the affected patienis 
fared significantly better than controls. Cortisone (°8 
cases) and prednisone (25 cases) had no effect, so presui- 
ably some other adrenal hormone is responsible for the 
response to ACTH. Carefully controlled trials such s 
this give hope that we may soon have a rational treatment 
of multiple sclerosis which retards the course of the disease 
and prolongs useful activity of the patient. . 

New techniques in physiotherapy enable the patient ‘to 
make the most of motor and sensory faculties undamaged 

by the disease. These have been. developed at the 
California Rehabilitation Centre and are described rather 
ponderously as “proprioceptive neuromuscular  facilita- 
tion”. “Reflex facilitation of movement” would be a simpler 
descriptive term, as the method uses our knowledge of 
reflex action to assist weak movements, e.g., the stretch 
reflex is employed in positioning a part so that maximal 
power may be obtained, rhythmic alternation between 
contraction of a muscle and its antagonist increases tle 
primary muscle response, and tonic neck reflexes and mass 


flexor and extensor responses are used to facilitate muscle 


action. Firm finger flexion during movement reinforces 
weaker movements in the same way that it reinforces 
tendon jerks. 

The Multiple Sclerosis Society in Sydney has shown 
great initiative in founding a treatment centre at 
Cammeray, adjacent to the Northcott Neurological Centre, 
where these techniques are in use. Two physiotherapists, 
trained at the California Rehabilitation Centre, take 
patients for courses of ten weeks. After the course the 
patients continue the treatment at home, using the 
principles they have learned. This is an encouraging 
development. Many patients feel that the medical pro- 
fession neglects them because their condition is hopeless. 
— must dispel this attitude and give them hope as well as 

elp. 


MEDICINE IN CHINA. 


As a result of the visits paid to China by medical men 
in the past few years, much has been written about Chinese 
medicine. Not a great deal, however, has been said about 
the traditional healing art of the country. It is of interesi, 
therefore, to read the comments of Donald Gould,’ 
especially on the relationship between traditional and 
modern medicine in China today. Gould, who is Professor 
of Physiology in the University of Malaya, visited China 
in December, 1955, and studied the direction medicine wes 
taking in that country. He points out that there is a very 
great shortage of doctors taught in the methods of Western 
medicine, but a great number of traditional practitioners 
who use herbal methods and acupuncture. These prac- 
titioners are being given elementary instruction in healti 
rules, in vaccination and in simple forms of treatment. 
This looks like a wise procedure if it is to be followed ty 

a large increase in the number trained in Western methods. 
This, however, does not seem to be the aim of the 


authorities. Gould quotes the vice-minister at the Ministry 


“of Health as follows: 


During the past few years, great efforts have becn 
made in developing traditional medicine. In China 


1J.A.M.A., 1958, 166: 1943 (April 19). 


1 Lancet, 1958, 2: 633 (September 26). 
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there are now 500,000 traditional practitioners with 
over 40,000 apprentices. Four colleges for the teaching 
of traditional Chinese medicine have been opened 
together with six schools and 23 centres for refresher 
courses. In addition there are 144 hospitals and 453 
clinics where traditional Chinese medicine is practised 
exclusively. Over 20,000 traditional doctors have joined 


the government health service. At present 5000 highly 
trained modern doctors are studying traditional 


medicine. All colleges of medicine and pharmacy pay 

particular attention to research into traditional Chinese 

medicine and pharmacy. 
This does not suggest that traditional herbal medicine is 
on the way out. On the contrary, all Western trained 
doctors are expected to take courses in _ traditional 
medicine. In future the aim will be to teach all medical 
students both Western and traditional methods and 
acupuncture with the idea that a synthesis be made 
between them. In the light of the scientific tradition of 
Western medicine, it is difficult to see how this can ke 
done. 

Why there should be this curious development is hard 
to understand in any country, Communist or otherwise, 
where the most modern methods of technology are being 
used. Gould suggests that “the Government of the People’s 
Republic of China realises full well that it cannot risk 
educating tens of thousands of young men and women into 
the habits of critical thought regarding people and self- 
reliance in handling people that a man must have for the 
successful practice and understanding of modern Western 
medicine. Even less can the State afford to let such 
hordes of dangerous thinkers loose among the masses’’. 
At the same time, it must be realized that the question of 
the status of traditional medicine is not confined to China. 
It is prominent in other Asian countries—for exampie, 
India and Pakistan—and in parts of Africa, and the use of 
traditional methods has been supported and deliberately 
revived by extreme nationalists. J. Hoenig,! commenting 
on Gould’s remarks, suggests that the main motive in the 
“fostered coexistence” of modern and traditional medicine 
may be one of economy in countries which cannot afford to 
train in the modern way enough doctors for everyone. 
There are, moreover, other ways of looking at the question. 
Hoenig points to the widespread use of placebos in Western 
countries, “with or sometimes without insight”, and to the 
fact that modern preparations of this kind are too expen- 
sive for widespread use in under-developed countries. “The 
Indian medical practitioner’, Hoenig comments, “does not 
do any worse for his patient if he prescribes a traditional 
herb instead of a tranquilliser’—and it certainly costs less. 
In addition to this, it is well known that some of the 
traditional drugs in various countries contain therapeutic- 
ally active substances, although their use is quite 
empirical. As Hoenig says, concessions on the value of 
particular traditional drugs are sometimes exploited to 
excess by “fanatics in traditionalism”. Nevertheless, we 
must heed his constructive view that if scientifically 
trained doctors are encouraged to study the old treat- 
ments, they should be able to sort out what is useful from 
the rest. This is unlikely to be done by those trained 
oniy in traditional methods, who know nothing of such 
things as controlled trials. 


CORONARY HEART DISEASE IN YOUNG ADULTS. 


Nort many years ago it was customary to attribute the 
rising incidence of atherosclerotic disease to the wear and 
tezr of modern city life; however, of late the fashion has 
changed, and in recent medical publications the emphasis 
has been on diet and its influence on the serum cholesterol 
level and other aspects of lipid metabolism. It is therefore 
interesting to note a paper by two American investigators, 
H. I. Russek and B. L. Zohman,? in which they discuss the 
frelative significance of heredity, diet and occupational 


Lancet, 1958, 2: 799 (October 11). 
*Am. J. M. Sc., 1958, 235: 266 (March). 


stress in coronary heart disease of young adults, and 
come to the conclusion that occupational stress should be 
reinstated as a factor of major importance in this con- 
dition. They present an analysis of the histories of 100 
patients with coronary heart disease, aged between 25 and 
40 years, and compare them with a control group of 100 
persons with the same distribution of ages but without 
coronary disease. The factors of heredity, obesity and 
body build, diet, occupation, exercise and the use of 
tobacco are analysed as they were found to apply in both 
groups. As a result of this study the authors came to the 
conclusion that the onset and progression of coronary 
atheromatosis in these relatively young patients appeared 
to be dependent on three major predisposing factors— 
namely, heredity, a high fat diet, and emotional strain of 
occupational origin. At least two of these factors were 
present in 95 of the patients with coronary disease as 
compared with a similar finding in only 12 of the control 
group. A definite history of cardio-vascular disease in one 
or both parents was obtained in 67 of the patients with 
coronary disease as compared with 40 of the control sub- 
jects. Inasmuch as 93% of the patients manifesting a 
familial tendency to the disease also exhibited other sig- 
nificant «etiological factors, it was concluded that relatively 
few persons were doomed to early coronary attacks simply 
as a result of hereditary influences alone. The fact that 
both parents of 17 of the 100 patients with coronary 
disease were living and in normal health was taken to 
indicate that by their way of life, “immune” as well as 
susceptible persons might virtually invite atherogenesis; 
although heredity exerted a strong influence in coronary 
heart disease, a “positive” history was not tantamount to 
a death sentence nor a “negative” history to a guarantee of 
longevity. Of the patients with coronary disease, 53 were 
accustomed to inordinate amounts of fat in the diet as 
‘compared with only 20 of those in the control group. 
Severe emotional strain of occupational origin was 
observed in 91 of the test subjects as compared with 20 
of the control group. It therefore appeared that emotional 
stress associated with responsibility at work was far more 
significant in the etiological picture of coronary disease 
in young adults than heredity or a prodigiously high fat 
diet; almost without exception the young patient with 
coronary disease was found to be an aggressive, ambitious 
individual who had lived beyond his normal capacity. It 
is suggested that inability to measure emotional stress 
quantitatively by laboratory methods does not justify its 
arbitrary dismissal as a possible predisposing factor in 
the development of coronary thrombosis; the stresses 
imposed by modern business competition have been found 
responsible for neurogenic disturbance of cholesterol 
metabolism and blood coagulability. In this investigation 
manifest obesity did not appear to be an important 
etiological influence in the development of coronary 
disease in young adults. Regular exercise, or the lack of 
it, showed no correlation with normal health or early 
coronary disease. Russek and Zohman state that the 
recent enthusiastic endorsement of exercise as a health 
measure has had harmful effects for cardiac patients whose 
management was not individually supervised, and that 
exercise even in normal health may have little value if 
routinely obtained at the expense of needed physiological 
rest. Smoking of tobacco was not only more prevalent in 
the group with coronary disease, but those who smoked 
had a higher consumption per head than smokers in the 
healthy group. However, excessive consumption of tobacco 
was thought to be an indication of heightened emotional 
tension rather than a predisposing or causative factor in 
coronary heart disease. 


In brief, these authors believe that undue emotional 
strain associated with heavy responsibilities is far more 
significant in the etiological picture of coronary disease 
than heredity or a prodigiously high fat diet. They express 
surprise that epidemiological studies have focused so little 
attention on the possible influence of emotional stress, 
and urge that reorientation is needed in studies which 
ignore the profound effect of socio-economic stress on 
bodily functions and human behaviour. 
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Abstracts from Medical 
Literature, 


MEDICINE. 


Asian Influenza. 


R. E. Hermann et alii 


February 1, 1958) report 23 cases 
unusual respiratory infections which ended 
fatally between October 3 and 20, 1957, 
in Denver. Asian influenza was widely 
reported in the eg from August to 
October, 1957. This report concerns 23 
cases in which an acute respiratory 
infection was considered to be the cause 
of death. The onset varied from a 

of influenza in six cases to that of severe 


treatment, 16 had had no treatment. 
Bacteriological studies showed pneumo- 
cocci and micrococci in 17 cases and 
Hemophilus influenze in four.  Post- 
mortem examination showed severe 
laryngeal, tracheal and bronchial inflam- 
mation. Lobar pneumonia, broncho- 
onia, interstitial pneumonia or 
ipid pneumonia was found in 21 patients, 
with ‘ouleasiaicy in six. Acute 
emphysema was found in four and fat 
changes in the liver in seven, It is 
that adequate antibiotic 
treatment should be given in influenza, 
in viow of the’ tha ingenious 
pneumococci, micrococci and 

H. influenze, might be susceptible to 
such treatment. 

Aviation Medicine. 

J. B. Nurratt (J.A.M.A., February 1, 
1958) discusses disorders of tial 
orientation in aviation. He states that 
very high speed, bad weather, com- 
plicated cockpit layout or difficult tactical 
conditions have often resulted in pilots 
rejecting the information of their instru- 
ments, with resulting mental confusion. 
Nuttall 18 cases in which pilots 
in difficult situations, climbing, 
or rolling, lost their sense of position 
and imagined that their aircraft was 
acti in an abnormal way, when in 
fact it was the pilot himself who was in 

wrong imagining that he was vga 
rolling or turning. These sensations ma; 

disturbances as in vertigo, and they occur 

more often in formation flying where the 

eyes are used to follow the course of a 

machine in front or at one side. As a 

to fly on his instruments, he will 
. get out of trouble. 


Effect of Corn Oil on the Serum 
Cholesterol Level. 
icacy of corn oil in 
lowering the serum. cholesterol level of 23 


ts were given no other diet restric- 


ions, and 18 were instructed to eat very 
little butter fat or hydrogenated vegetable 
fats. Lean meats and all other items in 
the diet were allowed ad There 
was a decrease of at least 15% in the 
serum cholesterol level of 16 of the patients ; 
their pre-treatment cholesterol level had 


averaged 271 milligrammes per 100 
millilitres, while their average level was 
208 100 millilitres 


tie hed Another six 


on this treatment. 
lipids were also de 
was taken. The drop in cholesterol has 
been maintained during a whole year of 
corn oil medication; and none of these 
patients had any exacerbation of angina 
pectoris while taking the corn oil. 
Tuberculous Meningitis. 


R. M. anp H. V. SmitH 
(Quart. J. Med., January, 1958) have 
reviewed 313 cases of tuberculous 
meningitis and state that the resolution 
of basal exudate has been demonstrated 
in patients treated with the purified 

rotein derivative of tuberculin (P.P.D.). 

uch resolution was unknown when 
streptomycin given intrathecally was the 
sole form of treatment, and they express 
the opinion that the P.P.D. is a necessary 
adjuvant to daily intrathecal streptomycin 
injection and isoniazid in the treatment of 
tuberculous meningitis. 


E. L. Kenpic, Junior, anp W. B. 
JoHNsTon (New J. Med., May 8, 
1958) analyse the results of treatment in a 
group of children with tuberculous 
meningitis who, through force of circum- 
stances, had received treatment for a 
shorter period than is considered desirable. 
The Committee on Therapy of the 
American Trudeau Society ts that 
the duration of treatment for tuberculous 
meningitis should be dt least 18-months 
to two years, In this study are included 
a group of 16 patients who had recovered 
after treatment with streptomycin, PAS 
and isoniazid, and had received treatment 
for 12 months or less; 10 of these were 
—— for eight months or less. The 

erage length of was 42 months, 
eae no relapse had occurred, though five 


grou 
before the advent of isoniazid. How 
ever, the authors consider that such & 
short course of therapy should not be 


adopted until a great deal more informa- 


tion was available. 
Serum Cholesterol. 
A. U. Rivin et alit (J.A.M.A., April 26, 
1958) discusses serum cholesterol 


serum lipids and lipoproteins 
sclerosis, it should be borne in mind that 


varied in to any extent. Total 
serum cholesterol content was estimated 
by the. Kingsley method after a 12 hour 
fast, the first estimation being made two 
months after the infarction, and thereaft>r 
at monthly intervals. Tests were carried 
out in five different. laboratories, and it. 
was found that there was a marked 
variation in tha of cholesterc] 
reported in different laboratories and by 
different techniques. The average devia- 
tion in cholesterol level reported varied 
by +28 milligrammes per 100 millilitres 
for a single determination. Patients’ 
serum cholesterol level was found to 
vary from 200 to 250 milligrammes and 
from 270 to 375 milligrammes 100 
millilitres without alteration in diet anc 
without treatment. The conclusions 
drawn are that serum cholesterol estima- 
tions vary very considerably from month 
to month and that t care should be 
taken in assessing significance of a 
single test. 


Clinical Aspects of Cerebral Vascular 
Insufficiency. 


E. ‘Corpay anp F. RotTHENBERG 
(Ann. Int. Med., October, 1957) discuss 
the clinical aspects of cerebral vascular 
insufficiency. Transient cerebral vascular 
disturbances are of common occurrence 
and have been observed by most clinicians, 
and when such episodes result — 
widespread cerebral ischemia they 
ordinarily manifested by such farniliar 
signs as syncope or grand ma! seizures. 
However, when the cerebral vascular 
is more localized, transient 
ocal signs and symptoms will appear. 
The specific clinical manifestations in 
these cases depend upon which particular 
cerebral region has been affected, and 
thus a great variety of manifestations 
have been observed in_ different 
cases, including transient hemiplegia, 
hemianopsia, monoplegia, aphasia, par- 
localized phenomena 
etc. It is well known that a given 


does not occur in human cerebral 
vessels, and thus cannot be le 
for cerebral disturbances. The t 


collateral circulation of the brain fails 


= 
| 
patients varied between three months 
and 65 years. The average duration of 
symptoms was three and a half days. 
None of the patients had received much oe 
symptom repeatedly, with complete 
-recovery after each episode. The 
concept that cerebral angiospasm can ~ 
cause transient cerebral disorders has 
been considered, and experimental 
evidence strongl that spasm 
of cerebral vascular insufficiency is offered 
as an explanation of a variety of hitherto 
vaguely understood clinical cerebral 
7 phenomena. As a result of anatomical 
and physiological considerations and 
experimental investigations, it is believed 
that in the of 
; to supply the requirements of the cerebral 
me On. tissue whose arterial flow has been 
In discussing the relationship between compromised. If the systemic pressure is 
raised promptly to normal levels, the 
collateral circulation again becomes 
Of adequate and the cerebral signs and 
vary, and that the significance of a single symptoms quickly disappear. If the 
estimation of blood cholesterol is hypotensive state is allowed to persist, 
patients with coronary disease. The uncertain. Ten patients were studied 
patients ingested one to one and a half who had survived myocardial infarction. _ It is important for the clinician to prevent 
ounces of corn oil three times daily, either These patients were eating an ordinary a drop in cardiac output or systemic blood 
undiluted or emulsified with flavoured American diet containing 35% to 45% pressure in the patient with narrowed 
water. In addition they used corn oil as of fat. They had been on this diet before cerebral arteries. If hypotension or a 
a cooking and salad oil. Five of the and after the infarction. They had not drop in cardiac output does occur, it is 


arto 
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imperative to institute prompt measures 
to restore the blood pressure by blood 
transfusion or by the use of vasopressor 
azents. The author then discusses the 
various circumstances in which the 
phenomena of cerebral vascular insuf- 
ficiency have been observed, in each case 
associated with systemic hypotension, 
a drop in cardiac output, or a diversion 
of blood from the brain in the presence of 
cerebral vascular narrowing. 


Treatment of Established Auricular 
Fibrillation. 


M. Soxotow (Circulation, June, 1958) 
states that before quinidine is used for the 
conversion of established atrial fibrillation 
to sinus rhythm the patient should be 
‘brought into the best possible condition 
and @ judgement arrived at that sinus 
rhythm would be better for him. The 
likelihood of effecting conversion is good 
in patients with coronary or hypertensive 
heart disease—over 80% if the fibrillation 
has lasted more than a year and over 90% 

i In 


patients with large rheumatic hearts in 
chronic failure with atrial fibrillation of 
more than a year’s duration, the success 
rate was less than 40% even with toxic 
doses of quinidine. After mitral 

valvotomy, when fibrillation persisted, it 
was nearly — worth while attempting 
to convert the rhythm. 


Prevention of Auricular Fibrillation. 


M. Soxotow (Circulation, June, 1958) 
states that it depends on the cause of 
paroxysmal atrial fibrillation whether 
medication with quinidine should be 
continued indefinitely after sinus rhythm 
has been reestablished. If the paroxysm 
was @ single one, related to infection or 
emotional stress, the quinidine treatment 
would not be continued. If the patient 
had a rheumatic heart and a large left 
atrium, so that recurrence might be 

expected, continuous Prophy ylaxis would 
be embarked upon. patient had 
recurrent attac'! of acute fibrillation 
digitalis might be tried for prevention ; 
but if that did not work, quinidine would 
be used. 
probably should not be exceeded, unless 
close observation is possible and frequent 
electrocardiographic control available, is 
three grammes per day. Treatment may 
be continued rap years. 


Serum Magnesium Levels in Renal 
Disease. 


Smirn, W. O., HaMMERSTEN, J. F. 
(Arch. Int. Med., July, 1958) state that 
the literature on serum levels of 
magnesium in renal disease is confusing, 
and attempt to clarify the relationship 
of serum jum to various phases of 
renal disease, and to other cations and 
nitrogenous end -products in patients with 
renal disease. They studied four groups of 
persons: normal subjects, patients with 
renal disease without azotemia, patients 
with renal disease and azotemia without 
central nervous s depression, and 
ureemic jents with central nervous 
system depression. Patients were con- 
sidered savtueatio if the blood non-protein 


hy y adult males gave a mean value of 


1-48+0-17 milliequivalents per litre. 
Serum magnesium levels in patients 
with renal disease were found to depend 
on the stage but not on the type of 
disease. Patients without azotemia 
occasionally had extremely low values, 
and one developed symptoms of mag- 
nesium deficiency. Azotemic patients 
had elevated serum magnesium values, 
and patients with symptomatic uremia 


‘showed extremely high values. Serum 
jum levels showed a_ positive 
correlation with blood non-protein 


nitrogen and serum potassium values. 
There was a significant negative cor- 
relation between total magnesium and 
calcium levels, but this correlation ceased 
to be significant when the ionized portions 
of these cations were compared. Electro- 
cardiographic conduction defects were 
observed in several patients with hyper- 
magneszemia, but in only one case was 
this known to be the only electrolyte 
abnormality. The authors conclude that 
hyper may contribute to 
the somnolence and eventual coma of 
uremia. 


ECHO Viruses. 


D. M. Horstmann (Arch. Int. Med., 
July, 1958) discusses the new ECHO 
viruses and their role in human disease. 
A recent estimate places the number of 
new human viruses which have been 
uncovered since 1948 at 70, and among 
these the ECHO group of enteric viruses 
now number 20. The latter have recently 
been grouped with the 24 Coxsackie 
viruses and three poliomyelitis viruses to 
form the Enterovirus group. ECHO 
viruses are common inhabitants of the 
human intestinal tract, particularly in the 
summer time. In addition to inapparent 
infection, certain types may cause mild 
febrile illness, diarrhea or aseptic 
meningitis. Some types have been 
associated with widespread epidemics in 
Europe and in North America. A rubella- 
like rash has been a prominent feature of 
epidemics due to types 4, 9 and 16. 

e author states that antigenic diversity 
and clinical surprises have been the rule 
in the short history of ECHO viruses. 
There is reason to believe that the ECHO 
family will grow in number and com- 
plexity. 


Primary Aldosteronism with 
Diabetes Mellitus. 


R. C. Sconce anp W. E. WuitsToNE 
(Arch. Int. Med., July, 1958) describe a 
case of primary aldosteronism with 
diabetes mellitus. They state that 
ee rimary aldosteronism is now a 

entity, the occurrence of 

diabetes in this disease has only recently 
been emphasized. At least 30 cases of 
aldosteronism have been recog- 

nized since 1955, when Conn first described 
the syndrome of periodic muscular 
weakness, intermittent tetany, par- 
esthesie, polyuria, polydipsia and hyper- 
tension, together with the findings of 
hypokalemia, hypernatremia and alkalois, 
and the demonstration of an aldosterone- 
secreting adrenocortical tumour. Many of 
these cases have been reported in retro- 
spect from autopsy material. The patient 
in this case was a woman aged 49 years, 
who had a history of mild diabetes for 
five years. She was admitted to hospital 


with a presumptive diagnosis of uncon- 
trolled diabetes and acidosis. However, 
her serum electrolyte pattern was that of 
hypokalemic alkalosis. Her condition 
failed to respond to adequate parenteral 
fluid and insulin therapy, and she died 
suddenly seven days after admission to 
hospital. An adenoma of the left adrenal 
cortex was found at autopsy. The authors 
state that the diagnosis can be made 
from clinical findings and the demonstra- 
tion of hypokalemic alkalosis and hyper- 
natremia. Aldosterone determinations 
are not readily available, but selected 
patients with mild diabetes can be 
surveyed with simple tests. The relation- 
ship between aldosteronism and diabetes 
is briefly discussed. 


SURGERY. 


Extrahepatic Biliary Carcinoma. 


J. G. Fortner (Surgery, April, 1958) 
discusses the pathogenesis of primary 
carcinoma of the extrahepatic biliary tract. 
He states that the theory that cancer of 
the extrahepatic biliary tract is caused 
by a carcinogen in bile is inferentially 
supported by clinical studies and experi- 
mental findings. The theoretical basis 
for the existence of a carcinogen produced 
or excreted by the liver is: (i) the 
similarity in chemical structure of certain 
carcinogenic hydrocarbons and many 
naturally occurring steroids (such as 
methylcholanthrene and the bile acids) ; 
(ii) the in-vitro conversion of cholesterol 
and deoxycholic and cholic acids in 
methylcholanthrene ; (iii) the possibilities 
for aberrations to occur in the biogenesis 
of cholesterol, bile acids and other steroids 
with resultant formation of carcinogenic 
compounds; (iv) the carcinogenic effect 
of cholesterol and bile -acids on the 
subcutaneous tissues of the mouse and of 
cestrogens on the liver of the hamster ; 
and (v) the similarity between patho- 
logical findings in cancer of the extra- 
hepatic biliary tract in humans and those 
of experimentally induced cancers. The 
— nature of the carcinogen is 

ted by: (i) the apparent immunity 
of the extrahepatic biliary tract to most 
experimental hepatic carcinogens ; (ii) the 
relative specificity of some groups of 
carcinogens; (iii) the production of 
gall-bladder cancer in the cat with 
methylcholanthrene and the failure to 
produce gall-bladder cancer in the guinea- 
pig by methylcholanthrene, dibenz- 
anthracene, cholesterol, pitch and tar ; 
(iv) the failure to demonstrate carcinogenic 
agents for most cancers occurring in 
humans; and (v) the relatively few 
reported instances of multiple primary 
cancers in humans in which one of the 
primary lesions has been in the biliary 
tract. The author states that the effect 
of gall-stones on the induction of gall- 
bladder cancer may be that of either 
localizing or potentiating the effect of a 
biliary carcinogen. On the other hand, 
gall-stones may form subsequently to 
the initiation of the cancer. The author 
states that any carcinogenic activity of 
gall-stones or of bile should be detectable 
by the use of an experimental animal in 
which cancer of the gall-bladder can be 
produced by a standard control method. 
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British Wedical Association. 


NEW SOUTH WALES BRANCH: SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British 
Medical Association was held in the Robert H. Todd 
Assembly Hall, British Medical Association House, 135 
Macquarie Street, Sydney, on June 26, 1958, the President- 
Elect, Dr. M. S. ALEXANDER, in the chair. A 

Teamwork in Trauma. 


The meeting took the form of a symposium on teamwork 
in trauma. 


Dr. T. F. Rose opened the symposium by reading a paper 
on the subject from the point of view of the general surgeon. 
He began by remarking that whilst tuberculosis was on the 
wane and the cure of cancer was said to be just around the 
corner, the effects of trauma would always be found so 
long as the human body became mixed up with machinery, 
speed and alcohol. In the case of road accidents, Australia 
had the second highest road toll in the world, second only to 
Luxemburg. In New South Wales itself, in 1957 there were 
765 deaths and 18,131 injured as a result of such accidents, 
according to the “Statistical Statement of Road Accidents in 
New South Wales” for the year ended December 31, 1957, 
issued by the New South Wales Department of Road Trans- 
port. When they added to those the injuries resulting from 
industrial and home accidents it was easy to appreciate 
why the results of trauma nowadays accounted for 385% of 
all surgery, a problem of tremendous magnitude, both social 
and economic. 


Dr. Rose said that in the present paper he proposed to 
deal with those suffering from multiple injuries, an all too 
common result of road accidents. The title of the symposium 
was chosen because the best results of the treatment of those 
injuries were obtained by a team of the appropriate 
specialists each with his specialized knowledge. The efficient 
care of the injured was dependent on the administrative 
organization, which varied in different countries and cities, 
though the principle was always the same, in peace as in 
war, namely, to collect the injured as soon as possible and 
deliver them to skilled care in proper institutions. In 
Sydney, the patient first came under the care of the first-aid 
staff of the ambulance authorities, men who were well 
trained for that task. In other countries doctors accom- 
panied the ambulances, but that was unnecessary as there 
was little a doctor could'do on the roadside which a well- 
trained first-aid man could not do as efficiently. There were, 
of course, the odd rare incidents such as occurred one night 
recently in Sydney, when a patient was suffocating to death 
from the hemorrhage of a facio-maxillary fracture on the 
roadside. A passing anesthetist’s prompt action in passing 
a cuffed tube into the trachea saved the patient’s life, an 
action worthy of “Dr. Kildare” at his best. Once the patient 
was in the ambulance, there was little need for furious 
driving, a practice now frowned upon even in America where 
fatal accidents from speeding ambulances were all too com- 
mon. There must be mentioned the influence of the aero- 
plane and helicopter in bringing injured patients to the 
larger centres, machines which were being used more and 
more. The patient was thus brought to hospital. Unfor- 
tunately Australia lagged considerably behind British centres 
such as the Birmingham Accident Hospital (in charge of Mr. 
William Gissane, an Australian shortly to visit Australia 
as Sims Professor). Agitation was commencing to establish 
a similar traumatological centre in Sydney. Short of this, 
each of the larger hospitals should have an accident wing, 


with its appropriate wards and theatre bleck such as was . 


to be found at Oxford. That was considered by some 
authorities as being more efficient and economical than a 
separate centre, as the parent hospital supplied adminis- 
trative, radiological, pathological and other facilities. Thus 
mass accidents, which did occur every now and then in 
peacetime, could be dealt with expeditiously without 
upsetting the busy routine of the ordinary hospital work. 
Such a wing should be staffed at the specialist level with 
general surgeons experienced and interested in traumatic 
surgery, reinforced by the appropriate specialists. At the 
resident level there should be an experienced registrar with 
his team of residents, the latter serving there as part of 
their rotating internship. The nursing staff, at ward sister 
level at least, should be permanent to achieve maximum 
efficiency. The registrar would be the receiving officer, the 
first to see and assess the injured patient. 

Dr. Rose went of to say that, whilst awaiting this ideal 


set-up, in Sydney hospitals the patient was admitted into 
the general surgical wards after being first received into 


the casualty department or receiving rooms where he was 
seen by a well-trained resident of registrar status—all the 
large Sydney hospitals now had those individuals—who could 
quickly assess and diagnose the patient’s condition as a 
whole. He would first save life by stopping obvious hzmor- 
rhage, aspirating a massive hemothorax, tension pneumo- 
thorax or hemopericardium. He would dress a sucking 
pneumothorax with flapping mediastinum or treat a fiail 
chest, perhaps even with tracheostomy and an intermittent 
positive pressure machine. He would ensure that a patient 
unconscious from a head injury, or suffocating from severe 
jaw fractures, was postured correctly, taking into account 
the presence of other injuries. He would not rush tie 
patient off to the radiological department, or to the ortiio- 
peedic or neurosurgical wards because of a fractured leg or 
history of unconsciousness, when other more important 
injuries might need attention. He would not allow a 
general anesthetic to be given to manipulate some simple 
fracture before a general assessment had been made of the 
patient. Such an anesthetic might well mask for many 
hours the signs of a more serious intracranial hzemorrhage 
or ruptured abdominal viscus. The registrar was well 
trained in the appreciation of the various manifestations of 
traumatic shock and blood loss, so that he was not beguiled 
by the slow pulse of the badly injured or the temporary 
hypertension which might follow hemorrhage. He knew that 
no matter how. good the clinical condition appeared to be, 
the patient with severe or multiple injuries was shocked and 
had lost much blood, even if only into fracture sites where 
it was just as much lost to the general circulation as if it 
had escaped externally. He realized that the patient with 
only an apparent minor injury plus signs of shock or hzemor- 
rhage had a major as yet unrevealed lesion hidden some- 
where. 

Dr. Rose said that the first definitive treatment of the 
injured would therefore commence in the receiving room 
and would be, in addition to the life-saving measures already 
mentioned, the intravenous fluid replacement for shock and 
hemorrhage, firstly albumin and then whole blood, as soon 
as the correct type was obtained. The shocked patient needed 
whole blood as soon as possible, and there was no need to 
wait for complicated blood volume estimations. Whilst that 
was going on, the next person to be called was a general 
surgeon with experience and interest in trauma. The modern 
general surgeon confined his work to a great extent to the 
abdomen, but such a one should have experience in the 
effects of trauma as a whole. He would know, for instance, 
that the shock of a patient with a severe head injury might 
be due to hitherto unsuspected blunt abdominal trauma, one 
of the most difficult emergencies to diagnose, and he would 
carefully exclude such a condition before handing the patient 
entirely over to the neurosurgeon. 

Dr. Rose said that he therefore considered that all patients 
with multiple injuries should be admitted first under the 
care of the general surgeon, who, however, must be quick to 
call in his more specialized colleagues for the injuries 
pertaining to their specialty. If the patient was seriously 
ill or operation was required, the general surgeon would 
call in the anesthetist, who in Sydney combined the 
specialties of anesthesia and resuscitation. He or she was 
a very important person in the team, because in the patient 
already suffering from shock and blood loss any surgery or 
anesthesia would aggravate those states, and until they 
were overcome only operations to stop continuing hzmor- 
rhage might be performed. All other operations must wait 
until shock was under control, and that included extensive 
radiological investigation and fracture manipulation. Once 
shock was overcome, operations of high priority such as 
those for abdominal injuries were performed first, and later 
those for compound fractures, facial injuries and so on. 
Even when patients had been handed over to the appropriate 
specialists, the general surgeon might still be required for 
some of the complications, such as ileus complicating the 
retroperitoneal hemorrhage of a patient with a fractured 
spine, or acute gastric dilatation following the hyper- 
extension method of treating the same spine, such com- 
plications being able to mimic an intraabdominal injury. 


Dr. Rose then said that as far as abdominal injuries them- 
selves were concerned, they might be open or closed. The 
former must always be explored through an adequate 
incision as soon as the patient was in a fit condition, no 
matter how trivial they might seem or how equivocal were 
the signs. It was often hard to tell clinically what organs 
had been injured, especially in penetrating wounds of the 
abdomino-thoracic and buttock regions. Even more difficult 
to diagnose were those abdominal injuries resulting from 
blunt trauma, especially in the unconscious patient. They 
might at first be impossible to diagnose and required con- 
stant observation. In the conscious patient, attention was 
drawn to the abdomen by the history of trauma there, the 
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presence of bruising and the finding of pain and tenderness. 
Pxin, local or referred to the shoulder, and tenderness should 
alone be sufficient to-diagnose intraabdominal mischief, 
because one did not like to wait for rigidity or distension, 
which were late signs of spreading infection or hemorrhage 
rather than those of the initial trauma. The presence of 
bewel sounds did not exclude visceral perforation in the 
early case. An examination of the urine, a catheter specimen 
if necessary, would reveal any blood if present. Radiography 
would reveal fractured ribs or pelvis, or the presence of 
foreign bodies. The film might show free air in the peri- 
tcneal cavity, but its absence did not mean a hollow viscus 
had not been perforated. A shadow at one or other lung 
base might mean the presence of abdominal organs in the 
thoracic cavity through a rent in the diaphragm, and that 
again might be masked by a hemothorax. Dr. Rose did net 
advise needling the abdomen, as recommended by some 
authorities, because it was dangerous and a negative result 
was inconclusive. In the doubtful case, a little delay by 
careful observation might be countenanced, but continuation 
of any signs, no matter how equivocal, merited laparotomy. 


Dr. Rose said that prior to operation gastro-duodenal 
intubation was mandatory because the process of digestion 
and peristalsis often ceased at the time of the accident and 
the stomach might be full, so that unless it was emptied. 
later vomiting might cause an inhalation pneumonia. At 
operation good light, suction and adequate relaxation anzs- 
thesia were required. A long paramedian incision was neces- 
sary and the abdomen was explored from diaphragm to 
pelvis, the diaphragm being examined for tears, especially 
in upper abdominal crush injuries. Dr. Rose deprecated 
evisceration, as had been recommended, as it increased shock. 
The retroperitoneum was examined to see if there was 
bruising, clot or gas there. An incision lateral to the colon, 
right or left, which was then mobilized, would enable one to 
find small tears on its posterior wall. The kidneys might 
aiso be inspected easily at the same time. The treatment of 
most damaged viscera was more or less agreed upon by all. 
Suture of perforations of the small bowel, or resection of 
badly damaged segments was performed. In the colon small 
recent perforations were sutured and a drainage tube was 
placed down to the affected region. If there was much 
damage and bruising, that must be supplemented by a 
proximal colostomy or a caecostomy. The damaged pancreas 
was drained, but it was not necessary to perform operations 
on the biliary tract such as a, choledochostomy. If the pre- 
operative diagnosis was that of liver damage only, the 
abdomen should be explored, as the signs of hemorrhage 
and liver damage might hide a ruptured hollow viscus. In 
addition liver rupture could Jead to bile leakage with biliary 
peritonitis. The liver tear should be packed or sutured as 
the case might be and the area drained. In addition the 
removal of clot and liquid blood always improved the 
patient’s condition. It might sometimes happen that a large 
amount of blood was found in the abdominal cavity and the 
source of hemorrhage could not be determined. However, 
the removal of the clot and blood helped convalescence. It 
was unwise to use such blood for reinfusion owing to the 
risk of infection. As a damaged kidney was often associated 
with a damaged hollow viscus, Dr. Rose considered it wise 
to approach it through the abdomen and then lateral to the 
colon. The abdomen could then be explored and the kidney 
dealt with, preferably by suture rather than nephrectomy 
whenever possible. In the case of extraperitoneal bladder 
rupture, too, the peritoneal cavity should be explored as well. 


Dr. Rose concluded by saying that the after-treatment of 
those injuries could necessitate continuance of gastro- 
cuodenal suction and transfusions. Complications must be 
watched for, especially those of intestinal obstruction, which 
was very common after splenectomy for a ruptured spleen, 
and infection, local or general, which was particularly liable 
to occur after colon injuries. Wound disruption was com- 
mon after a ruptured pancreas, due to a pancreatic fistula 
with later wound herniation. Intestinal fistule might occur 
after perforation of the bowel, whether it had been treated 
by suture or resection. 


Dr. L. T. SHea then read a paper in which he discussed 
resuscitation and anesthesia in traumatic surgery. He said 
that, in considering the general systemic effects of injury, 
the predominant illness was a depression of the circulation. 
That depression of the circuJation was the result of the 
effects of varying combinations of a number of factors, of 
which the greatest was hemorrhage, acting at one or more 
points in the natural history of an injury. Those factors 


’ included hemorrhage, exposure to heat and cold, age, sex, 
treatment already undertaken, infection, electrolyte imbalance 
and renal failure. Episodes in the history of an injury 
included the actual injury itself, first aid, transportation. 
examination, preparation for surgery, anesthesia, operation, 
recovery from operation and anesthetic, post-anesthetic and 
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post-operative complications, ending in death or recovery, 
either complete or partial. Some of the factors acted early 
in the history of an injury, others again acted late, while 
many tended to repeat their effects at one or mcre points 
throughout the illness. From that interplay a bewildering 
number of clinical pictures could emerge, but, if finer details 
were excluded, a relatively few well-defined clinical patterns 
could be recognized. If blood volume and red cell mass 
determinations were not available, assessment must be based 
upon a knowledge of the commoner patterns related to 
known reductions of blood volume. In clinical notes one 
seldom found any such assessment beyond some reference to 
“shock”, yet that initial clinical appraisement might be of 
the utmost importance during the continued treatment of 
the patient. 


Dr. Shea went on to say that the recognition of the various 
patterns themselves depended upon observations of the blood 
pressure, pulse rate, the temperature of the extremities, and 
the colour of the face in relation to known reductions of 
blood volume. For instance, in cases of lesser injury and in ~ 
the constrictor phase of a transfusion reaction with the 
blood volume at about 80% of normal, the blood pressure 
would be normal, the pulse rate raised, the extremities cold 
and the face pale. On the other hand, during the dilator 
phase of a transfusion reaction the pulse would still be 
raised, but the extremities would be warm and the face 
colour good, but dilatation might have reduced the blood 
. Vagal effects might predominate as in 
“primary” shock, when, although little blood had been lost, 
the picture was one of low blood pressure, cold extremities 
and a pale face combined with a slow pulse. In cases of 
large blood loss or in very severe infection, the blood pres- 
sure was always low and might be very low, the pulse was 
always fast or very fast, the extremities were always cold, 
the face was always pale and that pallor in severe cases 
would also include the lips. In those patients it could be 
assumed that the blood volume was no better than 60% of 
normal. It might well be that such a patient had lost con- 
siderably more than 50% of his circulating volume. A very 
confusing pattern occurred in cases of inadequate resuscita- 
tion, or in patients under an anesthetic, or when compensa- 
tion was failing. The same picture was presented by 
warming a “shocked” patient. That pattern was one of a 
low blood pressure, a fast pulse, warm extremities, and good 
or perhaps pale face colour. In all those, clinical assessment 
of blood volume loss was almost impossible on the picture 
itself. Assessment was much easier and more accurate if 
the history of the injury and its treatment to date had been 
recorded. The circulatory depression which was such a 
feature of severe injury was essentially a disparity between 
the volume of the circulating blood and that of the vascular 
bed. That might occur in two ways—when the circulating 
blood volume was rapidly reduced by loss of whole blood, 
plasma, or body fluids, or when the védlume of the vascular 
bed was rapidly increased without comparable increase in 
the circulating blood volume. That latter effect was com- 
mon to all anesthetic agents, though it varied in degree from 
one to another. Whatever the mechanism the result was 
inadequate filling of the vascular bed. The blood pressure 
fell until an unstable equilibrium was established between 
the circulating blood volume, the volume of the vascular bed, 
and the blood pressure. Compensation for that state of 
affairs was attempted by withdrawing fluid from the tissue 
spaces into the circulating blood volume and by reduction of 
the vascular bed volume as a result of vasoconstriction. That 
compensation might fail, perhaps because the initial deficit 
was too great, or because the accumulation of metabolites 
or local anoxia resulted in local or general vasodilatation 
leading to peripheral vascular failure, parenchymal tissue 
anoxia, irreversible shock and death. 


Dr. Shea then said that, like anesthesia, surgery also 
tended to destroy the organism’s attempts at compensation. 
Operation usually involved further bleeding and considerable 
increase in the stress of injury. Both anesthesia and opera- 
tion were better avoided while the patient was in a state of 
acutely compensated “shock”. On the other hand the vital 
importance of adequate blood volume replacement both 
before and during anesthesia and operation was self-evident. 
The blood volume of a patient suffering from severe circu- 
latory depression due to hemorrhage would be less than 70% 
of normal. His blood pressure would be below 100 milli- 
metres of mercury, systolic, and he would have cold 
extremities, a pale face, and a pulse rate above 100 per 
minute. That state of affairs would continue until abolished 
by an adequate transfusion. In patients with great blood 
loss and a blood volume below 60%, an extreme form 
developed, namely, a very low blood pressure (below 70 milli- 
metres of mercury, systolic), impalpable pulses, a very rapid 
heart rate, cold extremities with constricted veins, pale face 
and pale lips. To those might be added great restlessness, 
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dyspnea and sweating. That form needed immediate, large 
and rapid transfusion if life was to be saved. In both types 
any continuing hemorrhage must be arrested. The blood 
volume must be restored as rapidly as possible with enough 
whole blood to achieve that object—until signs of extreme 
compensation began to ease, with increase in the systoiic 
blood pressure to over 100 millimetres of mercury, decrease 
in pulse rate to 100 per minute or less, lessening of vaso- 
constriction, increase in peripheral venous filling and the 
return of some colour at least to the lips and face. 


Dr. Shea said that in the absence of blood volume estima- 


tions just how much blood to give constituted a major ~ 


problem, but enough blood at least must be given to prc- 
duce the improved picture already outlined. If that was 
done quickly, it would be assumed that the blood volume had 
been restored to something better than 70% of normal and 
that the immediate threat to life had been removed. At that 
point it was safe to give a further litre of blood more slowly. 
The patient would then stand quite well even an extensive 
operation. Further, he would do well in the immediate 
post-operative period. Observations during the Korean War 
had shown that even after five to ten litres of blood had 
been given the blood volume might still be low. In any 
case, the greater the amount required to maintain the 
patient in good clinical condition, the greater the apparent 
deficit. That was the explanation of the so-called poor 
response to transfusion. It was, in fact, a poor response to 
an inadequate transfusion. Under such conditions the 
energetic transfusion of apparently excessive amounis of 
blood quickly produced a good response, and did so without 
signs of over-tranfusion. The most likely explanation of 
that observed but unexpected deficit in blood volume was 
the continued loss of blood into extensive areas of tissue 
damage. That that was so had been shown by attempts to 
measure the blood lost in closed injuries, and by tracing the 
distribution of labelled red cells in experimental injuries. 
Both techniques had shown that large quantities of blood 
could be so lost, e.g., the hematoma around a closed fracture 
of the femur might, at the end of 24 hours, contain as much 
as two litres of blood, all of which was lost to the circulation. 


Dr. Shea went on to say that it had been shown that in 
experimental hemorrhagic shock, left-sided cardiac failure 
eventually occurred. That did not respond to either intra- 
venous or intraarterial transfusion. Only direct coronary 
perfusion restored the cardiac contraction. Intraarterial 
transfusion was tempting because it appeared to carry the 
possibility of back-perfusion of the coronaries. However, it 
would only do that if the transfusion was made into the 
aorta itself and if the vessel was clamped below so as to 
refer the pressure back to the heart. Otherwise, in carefully 
controlled experiments, intraarterial transfusion was no 
more effective than intravenous given at the same rate. It 
appeared that, once embarked upon, intraarterial transfusion 
Was pursued with a relentless vigour and determination 
seldom accorded an intravenous one. Large transfusions, 
especially if of citrated blood, might produce their own 
undesirable side effects. Those included circulatory overload, 
citrate intoxication and induced hemorrhagic tendencies. 
To produce any of those conditions, quite large amounts had 
to be transfused, and they had to be transfused at a rapid 
rate. The effects were seldom noted until between 50% and 
75% of the blood volume had been exchanged. Ten pints 
were roughly equivalent to one “blood volume” and the 
transfusion of such an amount resulted in the presence of 
62% of donors’ blood in the recipient, while twenty pints, 
representing two “blood volumes”, resulted in the presence 
of 87% of donors’ blood in the recipient’s circulation. Citrate 
itself was normally very rapidly metabolized in the liver. 
One hundred times the normal concentration could be cleared 
in a single perfusion if the liver was normal. In addition 
to the presence of citrate, stored blood was deficient in 
platelets and might have a high titre of potassium. After 
12 to 15 days’ storage blood might contain 15 milliequivalents 
of potassium per litre, while after twenty days’ storage 
it might be as high as 20 milliequivalents per litre. A high 
serum potassium level caused interventricular block and 
cardiac arrest in diastole. Citrate presumably removed the 
ionized calcium, thus upsetting the calcium/potassium ratio 
and producing cardiac arrest in diastole with electrocardio- 
graphic changes characteristic of excess potassium. In the 
presence of a normal circulation those changes were rapidly 
reversible. They were more easily produced in the shocked 
animal than in the normal, but the sensitivity to citrate was 
apparently not metabolic. Simultaneous administration of 
equivalent weights of calcium and potassium had no effect 
on the calcium/potassium ratio, or on the electrocardiogram, 
but calcium alone caused disappearance of the early T-wave 
changes. Experimentally, one gramme of calcium gluconaie 
per litre of stored blood might be necessary to counter that 


citrate effect. Some clinicians routinely administered one 
gramme of calcium gluconate after every two litres of stored 
blood. 


Dr. Shea then said that during massive blood replacement 
marked cooling of the viscera was sometimes noted by the 
surgeon. That was an indication that hypothermia was 
now being added, which in itself predisposed to cardiac 
arrhythmias. Thus many factors acting alone or in com- 
bination during massive blood replacement tended towards 
the production of cardiac asystole and ventricular fibrillation. 
In addition the stage might be set for abnormal types of 
bleeding. ‘The hope of staving off at least for a time the 
effects of tissue anoxia had led to considerable investigation 
during recent years. Ten years earlier, Griffiths and Gillies 
had shown that low blood pressure in itself need not be 
unphysiological, provided that there was a normal blood 
volume with normal oxygen-carrying capacity and that the 
blood was fully oxygenated. Again, attempts had been made 
to reduce the oxygen consumption of the tissues by means 
of adrenergic blocking agents, by anticholinergic drugs, and 
by the use of chlorpromazine. However, little of practical! 
value had so far come of that work. The possible role of 
hypothermia itself in such states had yet to be critically 
evaluated. 


Dr. Shea said that it was perhaps unwise to be dogmatic 
in the matter of. anzsthetic techniques and agents in critic- 
ally ill patients. Of much greater importance was careful 
and strict observance of the principles dictated by the dis- 
turbances of physiology which those patients exhibited. Ii 
was obviously unwise to administer an anesthetic to an 
inadequately resuscitated patient if there was any possibility 
of waiting until he had been resuscitated. Occasionally that 
was not possible, and in such cases suitable arrangements 
must be made to intensify his resuscitation coincidently 
with the induction of anesthesia. Indeed such intensification 
might not be possible until the anesthetic had destroyed 
some of the intense vasoconstriction present, whereupon two 
or even three transfusions could be rapidly set up and blood 
run in at a suitably fast rate. The first and immediate 
effect of any anesthetic would be to weaken.the over-all 
position of the patient. In general the faster the anesthetic 
agent used, the worse was the effect on the circulation. To 
that must be added the fact that the speed, effectiveness 
and toxicity of all anesthetic agents were considerably 
enhanced under these conditions, so that weaker agents in 
lower concentrations might be more than adequate. The 
combination of one or more weak agents was to be recom- 
mended. If a single agent lad to be chosen, perhaps cyclo- 
propane had most to offer. To use thiopentone as one would 
in normal subjects was absolutely contraindicated. Its use 
with due regard to its effects under those circumstances was 
permissible. The risk of vomiting and regurgitation in those 
patients was high. The important figure was the time 
between the last meal and the accident or injury. If there 
was doubt, the stomach must be emptied before the anes- 
thetic was given. 


Dr. Shea concluded by saying that it must be stressed that 
in many of those cases the object of resuscitation, anzs- 
thesia and surgery was to save life. In severe cases no 
deviation from that objective could be permitted. In lesser 
cases there might be a good deal more latitude, but they al! 
presented different degrees of the same disease entity. If 
the team could cope efficiently with the worst, then lesser 
degrees would become a matter of routine. For that reason 
he had confined his remarks almost entirely to the severely 
injured patient. 


Dr. Davip L. Dry then read a paper discussing the subject 
from the point of view of the plastic surgeon. He began by 
saying that the treatment of wounds might be said to have 
been the origin of surgery, and might come again to have 
increasing importance to the surgeon in a future in which 
the physician cured more and more diseases with his pills 
and potions. As things stood at present, the increase in 
motor transport had more than made up for any surgical 
restrictions from that cause. In the beginning those matters 
had been the business of the general surgeon. With the 
swing to specialization there had appeared the figure of the 
so-called accident surgeon. Since a Jack of all trades was 
too frequently master of none, it would seem that he was 
better replaced by a team of specialists, under the chairman- 
ship of the general surgeon, who acted as a body in the best 
interests of the patient. Such a concept, together with that 
of an accident ward in a general hospital (with certain 
special facilities), should replace the narrower viewpoint of 
the accident hospital. The place of the plastic surgeon in that 
group must be of some little importance, as the traumatic 
process so frequently produced breaches of the skin covering. 
Unless those were closed at once, they exposed the patient 
to risk of infection, to additional loss of function because 
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of disuse of the part and restriction of general activity, to 
increased financial difficulty, mental anguish and physical 
pain. It might be taken as axiomatic that any given injury 
to bone, tendon, nerve or viscus would be more severe in 
its effects if it was an open rather than a closed lesion, and 
equally it was axiomatic that the surgeon’s first duty there- 
fore was to convert the one to the other by restoring the 
continuity of the skin. It had been pointed out many times, 
especially during the latter war years, that skin was the 
best dressing for a raw surface. It should not be beyond the 
scope of any surgeon who undertook traumatic surgery to 
cut an adequate split skin graft and apply it as necessary. 
If it fell off the patient was no worse off, but if it “took” 
he had made an enormous stride forward towards recovery. 
To leave a wound open for secondary suture was medizval 
mismanagement. However, in cases where the exposure of 
fractured bone, nerves, tendons, the cerebrum, and so on 
might make that simple manceuvre an unsatisfactory solu- 
tion, and adequate cover with normal skin and fat a matter 
of urgency, the application of the principles of plastic repair 
would mostly supply an answer. In the past that had often 
been put off to another day, to the great detriment of the 
patient, but the increase of teamwork should result in cover 
on the first day, either by means of a local flap or by some 
form of direct cross flap. The concept of the cover of a 
compound fracture of the tibia by means of a cross-leg flap 
should not be dismissed lightly. In the case of the upper 
limb a trunk flap should be a frequent occurrence. 


Dr. Dey went on to say that time did not allow more 
than a very rapid survey of the remainder of the field. In 
the facial region accurate suture of tidy wounds might 
produce a surprisingly good result. However, such sutures 
might defeat their purpose if they were subsequently torn 
out whilst the dental surgeon made impressions for splints 
to fix fractures. At the same time simple closure of the 
margins of a through-and-through wound (skin to mucous 
membrane) was to be preferred to displacement. of skin to 
close a hole and complicate later repair. There, too, some 
liberties might be taken with skin cover because of the 
relative freedom from infection and the excellent blood 
supply. In the hand the extensive débridement preached in 
the treatment of wounds which were potentially con- 
taminated was to be replaced by minimal excision of skin 
and retention of every viable piece of covering. and func- 
tional tissue, immediate complete closure, and short term 
splinting in the position of function—and in no other. Nerve 
and tendon injuries should not be dealt with except under 
first class conditions. In cases of doubt the surgeon should 
simply close the skin and aim to do a satisfactory secondary 
operation later. Finally the plastic surgeon and his dental 
colleague should have early access to fractures of the facial 
bones. The presence of such fractures was to be suspected 
in all cases of Head injury in which the face was swollen, and 
fortunately they could easily be demonstrated (if they were 
sought) by palpation of the superficial portions of the bones. 
It was too often forgotten that they might be the cause of 
the poor general condition of the patient because of actual 
physical obstruction of his airway, or because of the 
accumulation of blood and saliva which he could not swallow 
because of loss of fixation of his tongue. Late treatment— 
that was treatment not carried out in the first seven to ten 
days—meant bad results because of bone absorption, when 
recent union of fragile fragments was broken down. 


Dr. Dey concluded by saying that he had been able only 
to outline the part to be played by the plastic surgeon in 
those circumstances. His early appearance in the team’s 
batting order might save much time and prevent much 
disability. 


Dr. W. D. Sturrock then read a paper on the question of 
teamwork in trauma from the point of view of the ortho- 
pedic surgeon. 


Dr. W. B. GRANT, in opening the discussion, contributed 
the point of view of the neurosurgeon. 


Dr. H. R. T. HopGkKinson pointed out that each speaker 
who had contributed to the discussion was a specialist. The 
real need was for teamwork. He asked if there was any 
other hospital solely devoted to trauma apart from the 
Birmingham Accident Hospital. He considered that such 
a hospital was an anomaly, and it was better to have good 
facilities and teamwork in a general hospital supervised by 
any one of the special branches concerned. The supervisor 
should be ready to call in others for advice and help. His 
only criticism of the general surgeon was that he was slow 
to call in the specialist. 


Dr. E. W. Gipson stated that in his unit they often saw 
patients days or weeks after the injury. He would like to 
ask how many patients each of the speakers had seen in the 
last year or two in whom it had been necessary to delay 


treatment of facio-maxillary injuries for more than three 
or four days. 

Dr. J. STeEIGRAD emphasized the importance of teamwork 
and of the grouping of people to handle trauma. It did not 
matter who was in charge. He said that he was interested 
in the suggestion that trauma, for example, from road 
accidents, occurred mostly on the periphery of the metro- 
politan area, and so those affected were taken by the 
ambulances to the outer hospitals. Perhaps it would be 
possible to alter the transport system so that such patients 
were taken to a central hospital where teamwork was pos- 
sible. The setting up of a trauma hospital was unnecessary. 
It was better to have a trauma department in a general 
hospital. 

Dr. KeirH Jones said that one point had not been deait 
with—the early assessment of the patient. At the peripheral 
hospitals the resident medical officers were less experienced 
than at the larger hospitals, and the surgeons were busy. 
If treatment was to improve, it was necessary to start with 
the men at the lower grade, who had to make an assessment 
and call in the team for treatment. He suggested that 
doctors at district hospitals might discuss the position with 
their staffs. 

Dr. W. L. CaLov referred to the question of the needling 
of the abdomen mentioned by Dr. Rose. He said that, from 
his experience with induction of pneumoperitoneum in the 
treatment of tuberculosis, it was exceedingly difficult to 
puncture a hollow viscus. ‘ 

Dr. R. A. Money said, in reply to Dr. Hodgkinson’s 
question, that there was one other trauma hospital, the 
Boekman-Downtown Hospital, in the City of New York. 
Commenting on the question of what went on at the 
periphery of the metropolitan area, he said that much the 
same thing happened in the country, where it was impor- 
tant to improve transport arrangements. The need was not 
for traumatic hospitals but for traumatic wards and special 
sections in general hospitals. They must be complete and 
self-contained with their own theatre and X-ray units, and 
should be in the charge of a resident medical officer of about 
third to fifth year status who had been adequately trained, 
and who had the authority to call in the appropriate 
specialist as he thought fit. Patients with head injuries 
should be seen early by a neurosurgeon, and at frequent 
intervals subsequently. 

Dr. J. J. SMytTu said that good medicine was a matter of 
staff, not buildings. He pointed out that there was an 
orthopedic and accident service at the Royal Newcastle 
Hospital which was working well. Such a service must be 
run by an orthopedic surgeon because the great majority 
of accident cases were orthopedic. It seemed incredible 
that general surgeons should still be treating fractures after 
the adverse report of the 1935 British Medical Association 
Committee on Fractures. There were very great difficulties 
in the way of providing an adequate accident service by 
visiting specialists. 


Dr. Rose, in reply to Dr. Gibson, said that he called in 
the plastic surgeon early. He agreed that the outlying 
hospital was a great problem from the point of view of the 
treatment of trauma. The ambulances were obliged to take 
their patients to the nearest hospital, and that might need 
to be altered. It did not matter who was in charge of a 
trauma unit so long as that person was interested in trauma. 
In his view it was not necessary to have a full-time staff. 


Dr. Dey said that the plastic surgeon was there only to 
serve his colleagues in the treatment, with the exception of 
treatment of the face and hands, which should be left to 
him. 

Dr. Alexander, from the chair, remarked that it had been 
said of Sir Gordon Gordon-Taylor that he was the perfect 
team. However, in the question of trauma every member 
of the medical profession was sometimes involved. It was 
of value to remember that teamwork was always the essence 
of medical work. 


Correspondence. 


THE TREATMENT OF TETANUS. 


Sir: I read with interest the letter by Dr. P. W. Harvey 
(M. J. AusTRALIA, October 4, 1958) on the subject of where 
tetanus should be treated. Dr. Harvey’s attitude is one 
which is only too common among recent graduates under- 
going their residency training. I can hark back to my 
earlier years and remember that I held much the same 
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general opinion during my own period in residence. It is 
an unfortunate facet of our medical training that young 
graduates tend to believe that the ultimate in medical prac- 
tice is centred within the walls of their own hospital, or at 
any rate, within the walls of the large hospitals. As one 
who has recently. been in charge of a case of tetanus, I 
would like to ask Dr. Harvey how he would transport a 
spasming patient 280 miles in a normal commercial, or any 
other aircraft. 
Yours, etc., 
Town Hall Building, B. 
Otho Street, 
Inverell. 

October 23, 1958 


A. SINCLAIR. . 


THE EARLY DIAGNOSIS OF CANCER OF THE 
UTERUS. 


Sir: Although medical science is not yet able totally to 
prevent malignant disease, it does understand the appear- 
ance and behaviour of the malignant cell better than ever 
before, and so is in a position to recognize it early. The 
early recognition of the cancer cell whilst it is intraepithelial 
and non-invasive is the most important advance in the 
attack on cancer in recent years. Much money and brains 
have been expended on trying to find the cause of cancer, 
but for many of this generation, early diagnosis will be 
the more important. It is now about fifteen years since 
Papanicolaou produced a technique for the recognition of 
cancer cells in vaginal smears. In the U.S.A. there are 
many cancer detection clinics and mass surveys are being 
conducted. In England also there is a marked awareness 
of the value of this method of diagnosis, but as yet they are 


disinclined to mass surveys. 


Every gynecologist should acquaint himself with the 
method, and in suitable suspicious cases make slides of 
vaginal smears; if he has had experience, he should examine 
one slide himself and send the other to a competent cytolo- 
gist. It has been noticed in various centres overseas that 
even the experts have their difficulties. A great deal of 
experience is necessary and very many slides have to he 
examined before one is competent to give an opinion. But 
until we have those experts in Australia, it is wise for those 


who have had some experience in the method to continue to © 


practise it as one step in coming to a decision in the 
suspected case. The next step, of course, is to do a fractional 
curettage of the uterus and a ring biopsy of the cervix and 
to obtain reports thereon from a competent pathologist. But 
it is only fair to the cytologists to mention here that the 
opinion of the pathologist is only as good as the specimen 
he receives, and in intraepithelial cancer the cytologist some- 
times has the advantage in detecting the cast-off cell. 


The gynecologist will correlate the findings and formulate 
his treatment accordingly. The following recent case illus- 
trates what I wish to convey: 


Mrs. X, aged 58 years; healthy looking; no loss of weight; 
married ten years; nullipara; menses regular until 56 years 
old; then no discharges for two years; then a sudden show 
of bright blood per vaginam for three days; then two weeks 
later a bright show for three days; then two weeks later a 
pink watery show for two days. The history was therefore 
suspicious of malignancy. On examination, the cervix was 
large, with some superficial erosion, bleeding easily on rub- 
bing. The uterine body was slightly large and freely 
movable. Nothing abnormal was detected in the fornices 
and parametrium. A vaginal-cervical smear was taken in 
which only two cells were noticed that were almost certainly 
malignant. The examination was therefore suspicious of 
early malignancy. Fractional curettage and ring biopsy 
were next done under ether anesthesia, and the patholo- 
gist’s report was: “Section shows a hyperplastic endometrial 
mucosa with some adenomatous proliferation of the glands. 
One fragment at least has been obtained from an endometrial 
polyp. Many of the glands are atypical, and although not 
considered to be malignant, it would be advisable to keep 
the patient under close observation and consider hysterec- 
tomy. The cervix is chronically eroded, but there is no 
evidence of malignancy.” The pathologist’s report was there- 
fore suspicious of malignancy. In view of the history, the 
findings on clinical examination, and the pathologist’s report, 
it was considered advisable to do a panhysterectomy, i.e., 
total hysterectomy with removal of both tubes and ovaries. 
Panhysterectomy was performed under anesthesia; no 
enlarged glands were felt; macroscopically the uterus 
showed a small erosion at the junction of the endometrial 
and cervical mucosa which was suspicious of malignancy 
The pathologist’s report on the uterus was: “Sections show 


no evidence of malignancy. The endometrium is deficient 
over most- of the uterus, probably as a result of previous 
recent curettage.” 

In conversation with the pathologist later he suggested 
that if the case were one of early cancer-in-situ, then the 
malignant cells may have been removed by the curettage. 
In view of all the above, I think that the advice and treat- 
ment were correct and that a Wertheim operation was 
unnecessary, nor was post-operative irradiation called for. 

Yours, etc., 
183 Payneham Road, LLEWELLIN Davey. 
St. Peters, 
South Australia. 
September 25, 1958. 


CHLOROTHIAZIDE 


Sir: The careful investigations of chlorothiazide by R. J. 
Marshall (M. J. Austratia, October 18, 1958) gave this excel- 
lent drug a clean bill with regard to side effects, apart from 
those associated with electrolyte disturbance. My small 
experience of 50 or so cases of congestive failure and/or 
hypertension treated with 500 milligrammes daily of chloro- 
thiazide brought to light two cases of very severe generalized 
dermatitis, worse on exposed areas. Both cases improved 
slowly in ‘about ten days from withdrawal of the drug ard 


relapsed within two days of giving a test dose. 
Yours, etc., 
240 Penshurst Street, C. R. Watson. 


Willoughby, 
New South Wales. 


October 24, 1958. 


THE PROSPECTS OF CANCER CURE. 


Sir: The first and most important question that a scientist 
too often forgets to ask himself about any proposition he 
may consider is not whether the proposition is true or false, 
but whether it is sense or nonsense. Among the propositions 
that are nonsense and therefore not propositions at all are 
many statements which relate to cancer, including one that 
has recently received some prominence—“a cure for cancer 
is never likely to be found”. 


The word “cancer” is an ancient term. {[t was originally 
used to describe a class of tissue disorders in which a 
spreading and invading tumour is present. It has now been 
extended to include other disorders of cell growth in which 
tumour formation is absent or inconspicuous, and it has 
become linked with another ill-defined concept—‘malig- 
nancy”. To regard “cancer” or “malignancy” as entities is 
to regress from Aristotle to Merlin, and a search for a cure 
for cancer is no more intelligent than a search for the elixir 
of life. 


The art of medicine is the study and treatment of sick 
persons, and by such studies we will eventually understand 


the conditions under which individuals develop this or that 
kind of tumour. “It is now 183 years since Percival Pott 


observed that chimney soot caused scrotal cancer, yet there 


is reluctance to accept the related observation that tobacco 
soot causes lung cancer. We know that cancers of the 


prostate and of the female breast are rare in Japan, though 


very common in Europe, America and Australia, yet what 
is being done to observe the factors responsible for this 


difference? The truth is that it has become unfashionable 
to study patients, their histories and their environments. 

In some medical schools it appears to be believed that to 
be an experimental pathologist is to be on an intellectual 
plane far removed from that occupied by the mere morbid 
anatomists, clinical pathologists and _ practitioners of 
medicine, and a student will gain the impression that unless 
he becomes a maestro of the electron microscope or versed 
in the mysteries of immuno-chemistry, he cannot expect to 
make any significant contribution to medical knowledge. 
He is no doubt suitably esrauer tgs that the only post- 
graduate school for medical research in this country 
apparently possesses everything except that which is the 
proper subject of medical research—a patient. 

The so-called cancer problem calls for a return to the 


well-tried methods of the natural historian. Their applica- 
tion has been responsible for nearly all the great discoveries 


in ‘the history of medicine, and there is no reason to doubt 


— one by one the factors associated with the development 
of malignant tumours of the various organs of the body 
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will be elucidated by the diligent application of these 
methods. It will then be pertinent for the laboratory scientist 
to explain the operation of these factors in terms of the 
particular sciences concerned. In the meantime it is deplor- 
able that the public should be elated or depressed by state- 
ments which are, from the nature of language itself, devoid 
of any meaning. 
Yours, etc., 
J. ORDE PoyNTON. 
The Institute of Medical and Veterinary Science, 


Ad 
October 22, 1958. 


DIAGNOSTIC RADIOLOGY. 


Sir: Confucius could no doubt afford to be philosophical 
about the smile on the face of the unrepressed tiger. He 
was not the meal! . Dr. Harris would surely concede that 
although we must cherish our liberty to damage ourselves, 
and even other people if they are strong enough to hit back, 
we have no right to the liberty to damage unborn genera- 
tions. Until a threshold-of-safety dose of radiation has been 
discovered, we are carrying out X-ray examinations in the 
hope, not the conviction, that we are doing no harm. Doses 
must therefore be kept to a minimum. 

He may be quite right in the assumption that unfettered 
youth could safely practise amateur radiography in the 
Kingdom of Heaven, I wouldn’t know. But I do know that 
in the world of today, lethal weapons, such as dangerous 
drugs and X-ray plants, need to be handled by people 
trained for their jobs. And for the life of me I cannot see 
that registration of proof of that training entails any more 
loss of liberty than registration of one’s existence at birth. 


Yours, etc., 

Ringwood X-Ray Clinic, Mary THORNTON. 
Ringwood, 
Victoria. 

October 24, 1958. 


A LESSON IN HUMILITY (AND EXEGESIS). 


Sir: The Greek inscription in the B.M.A. building in 
Sydney has been neatly and finally traced to its source in 
the Septuagint by the Reverend Charles W. A. Fraser (M. J. 
AUSTRALIA, October 25, 1958), and my ears are particularly 
red because I once quoted in these columns the termination 
of that very passage as it occurs in the Apocrypha of the 
Revised Version of the authorized translation of the Bible, 

He that sinneth before his Maker, 

Let him fall into the hands of the physician. 
Was this part of Ben Sirach’s wisdom omitted from the 
architrave of the B.M.A. building for lack of space, or was 
the censor at work? 


607 New South Head Road, 
ose Bay, 


Sydney. 
October 25, 1958. 


Yours, etc., 
GODFREY Harris. 


“INNOCENT” INVERSION OF THE T WAVE. 


Sir: Having returned from abroad a few days ago, I have 
only just seen the letters of Dr. McCristal and Dr. Freeman 
(M. J. AUSTRALIA, August 23 and August 30, 1958) on the 
above subject. Incidentally, for the benefit of any readers 
who were confused by it, I note that somehow Figures I and 
VY in my article had become transposed and hence did not 
correspond to their captions. 


I was interested in Dr. Freeman’s constructive suggestions 
and the theory that the JT wave changes are due to tachy- 
cardia per se is an attractive one. However, it was pointed 
out by Nordenfelt in 1941' that the T inversion produced by 
amyl nitrite inhalation could not be duplicated by an 
equivalent tachycardia produced by exercise, and we have 
confirmed this. Likewise we have shown that T wave 
inversion following a post-extrasystolic compensatory pause 
(where the R-R interval is increased) can be exactly repro- 
duced in the same subject by inhalation of amyl nitrite 
(R-R interval decreased). The only obvious link between 
these. two conditions is the drop in diastolic blood pressure. 


Furthermore, it is of interest that Gardberg and Rosen 
noted that the 7 wave changes which they recorded after 
exercise sometimes persisted after the rate had returned to 
normal. Lastly, there is experimental proof that acetyl 
choline certainly, and epinephrine probably, affects the 
repolarization process in animal hearts (Cranefield and 
Hoffman, 1958"). However, as Dr. McCristal and Dr. Freeman 
have stressed, the most important aspect of all this is the 
dissemination of the knowledge that the 7T wave is an 
unreliable diagnostic signpost and that inversion of the 7 
wave is not necessarily an ominous portent. 
Yours, etc., 

149 — Street, W. A. SELDON. 
Sydne 

Octoter 24, 1958 


POPE: JOAN. 


Sir: Your review, discussing a recent study of homo- 
sexuality and transvestism, mentions as a_ celebrated 
transvestite “Pope John VIII, also known as Pope Joan, 
who held her high office with distinction ... until, so the 
story goes, she died in childbirth” (M. J. Ausrra.ia, October 
18, 1958). There is nothing in the review to indicate that 
this female pope is a medizval legend, wholly without 
authenticity. Pope John VIII was in fact unimpeachably 
male, and his death was not from obstetrical causes, being 
the result of an acute head injury sustained in the course of 
his ecclesiastical duties. (He was murdered, according to 
the least unreliable authority, with a hammer by one of his 
retainers.) Transvestism and papal history are both delight- 
ful subjects, but they do not need fictitious linkages. 

Yours, etc., 

301 North Terrace, DONALD SIMPSON. 

Adelaide, 

South Australia, 
October 27, 1958. 


SAVING FOR RETIREMENT. 


Sir: On behalf of the founders and trustees of the M.A.P. 
Superannuation Plan of Queensland, I would like to make 
the following comment on the article prepared by the Life 
Cffices’ Association for Australasia and printed in Tum 
MEDICAL JOURNAL OF AUSTRALIA of October 11, 1958. 


Any thinking person wishing to make adequate financial 
provision for the future and retirement must include life 
assurance in his plans. At least as constituted at present, 
life assurance offices cannot offer the same advantageous 
returns for capital invested as superannuation funds, which 
have the advantage of being able to invest in stocks and 
shares with higher yielding rates of interest. A _ well- 
balanced portfolio of shares, including semi-governmental, 
gilt-edged and high interest bearing stocks, carefully super- 
vised by an actuary from time to time, overcomes any 
doubt which the Life Offices’ Association for Australasia has 
raised. 

Yours, etc., 
NORMAN SHERWOOD, 
Chairman of Founders, M.A.P. 

Superannuation Plan. 

Wickham House, 

Wickham Terrace, 
Brisbane, B.17. 
October 27, 1958. 


Che Noval Australasian College of 
Pbpsicians. 


ADMISSION OF MEMBERS: AUSTRALIA. 


AT a meeting of the Council of The Royal. Australasian 
College of Physicians held in Melbourne on October 9, 1958, 
the following candidates, who were successful at an examina- 
tion by the Australian Board of Censors, were admitted to 
mange ey of the College: Dr. W. Berns, Dr. F. J. T. Croll, 
Dr. J. C. Farrell, Dr. H. G. Gallagher, Dr. B. R. Huxtable, 
Dr. K. P. W. Moore and-Dr. T. Selby, of New South Wales; 


1 Acta med. scandinav., 1941, Supplement 119. 


1 Physiol. Rev., 1958, 38: 41. 
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Dr. N. McK. Bennett, Dr. R. A. Chenoweth, Dr. A. E. Doyle, 
Dr. A. D. Grounds, Dr. F. L. Johnson, Dr. D, 8. Nurse, Dr. 
R. G. Shaw, Dr. L. E. ‘a. Sloan, Dr. B. M. Spence, Dr. J. B. 
Webb and Dr. C. W. E. Wilson, of Victoria; Dr. B. J. Knapp 
_ and Dr. J. P. Masel, of Queensland; Des I. J. Forbes and Dr. 
J. G. Wilson, of South Australia. Dr. J. A. Bonnin, of South 
Australia, and Dr. K. Viner Smith, of New South Wales, 
were admitted under the special provisions of Article 37. 


EXAMINATIONS FOR MEMBERSHIP. 


THB examinations for membership of The Royal Aus- 
tralasian College of Physicians will be held on the following 
dates in 1959 

First examination: written examination (capital cities), 
Friday, April 10, 1959; clinical examination (Adelaide), com- 
mencing on or about ‘Wednesday, May 20, 1959. 

Second examination: written examination (capital cities), 
Friday, August 28, 1959; clinical examination (Msthourne), 
commencing on or about Wednesday, October 7, 1959. 

Application forms may be obtained from the Honorary 

Secretary, 145 Macquarie Street, Sydney, and applications 
should be lodged with the Honorary Secretary not later than 
Friday, March 13, 1959, and Friday, July 31, 1959, 
respectively. 


Ropal Australasian College of Surgeons. 


COURSE IN POST-GRADUATE SURGERY. 


Tue Victorian State Committee is arranging a course of 
instruction in post-graduate surgery to be held in Melbourne 
from August 3 to October 9, 1959.- The course will be full 
time. During the mornings entrants will, with some restric- 
tions, be able to attend and observe the work in the ervee 
clinical schools. Tuition will begin each week day at 2 p 
and at 4 p.m. on each day there will be a session on clinical 
surgery. The course has been so arranged to enable anyone 
who wishes to do so to take off ten weeks prior to the final 
examination for the F.R.A.C.S. in October to prepare for this 
examination. In addition, the clinical instruction is being 
conducted in the late afternoons, in order that senior resident 
medical officers may be able to attend this part of the course. 


The fees for the course are: (a) full time, 20 guineas; (db) 
clinical only, 10 guineas. Entries for the course close on June 
30, 1959. Candidates when entering must forward a remit- 
tance for the’fee, namely, 20 guineas or 10 guineas as the 
case may be, plus exchange in the case of candidates resident 
in Australia, for cheques drawn on banks outside Melbourne. 
Candidates resident in New Zealand or elsewhere should 
remit by bank draft drawn on Melbourne in favour of the 
Royal Australasian College of Surgeons, and payable in 
Australian currency. Fees should be addressed to the 
Honorary Secretary, Victorian State Committee of the Royal 
College of Surgeons, Spring Street, Melbourne, 


ADMISSION OF NEW FELLOWS. 


Tue following, having satisfied the Court of Examiners, 
were admitted to fellowship of the Royal Australasian 
College of Surgeons by the Council on October 18, 1958: 
Peter John Blaxland, John Gwynne Brockis, Roderick 
Ronald Collmann, Richard . Dyason Ferris, Nicholas 
Nikolaevich Iovetz-Tereshchenko, Paul Garner Large, Iven 
Alastair Page, Vernon Glyde Renowden, Olaf McClure 
Spence, Norman Leslie Stokoe. 


Motes and Mews, 


Vacancies for Internships at Kansas City. 


The medical and administrative staffs of Research Hos- 
pital, Kansas City, Missouri, invite the attention of 


graduates of medical schools in this country to the intern- 
ship programme for the year beginning July 1, 1959. Aus- 
tralian medical graduates would be required to be successful 


at the American Medical Qualification Examination prior 
to accepting appointment on the staff of the Research Hos- 
pital, which has a capacity of 258 beds and offers 12 rotating 
internships. Each intern is assigned as follows: medicine, 
four months; surgery, four months; obstetrics and gyne- 
cology, two months; pediatrics, two months (affiliation at 
Children’s Mercy Hospital, Kansas City, Missouri). 

The salary is $250 month. board, laundry and 
uniforms are furnished free. interns living out 
receive an additional $75 per PR 

Information regarding the presentation of credentials and 
dates of the American Medical Qualification Examination. 
when given abroad may be obtained by writing to the Educa- 
tional Council for Foreign Medical Graduates, 1710 Orringtor 
Avenue, Evanston, Illinois, U.S.A. Additional .informatior. 
may be obtained directly from Dr. John E. Johnson, Chair- 
man, Educational Committee, Research Hospital, Twenty- 
third and Holmes Streets, Kansas City, Missouri. 


International Prize in Rheumatolo zy. 
The publicity committee of the town of Aqui Terme (noted 


- for its thermal springs) is offering two international prizes, 


of 1,000,000 and 500,000 lira respectively, under the auspices 
of La Societa Italiana di Reumatologia. The first is for a 

treatise dealing with articular physiopathology, clinical or 
therapeutic aspects of rheumatism and arthritis. Entries 
must be original and unpublished, and should be typewritten, 
eight copies to be submitted. The second prize is for a paper 


‘about rheumatism, which, however, may be executed in tke 


form of a treatise or a monograph. Papers published during 


.the 12 months preceding the last date for entry may be 


submitted. Entries may be typewritten or printed, and eight 
copies should be submitted. 

Both prizes are open to foreign as well as to Italian 
doctors. The selection committee will be international ana 
will consist of six specialists in rheumatic and arthritic 
diseases of international repute; their names will be 
announced in due course. Papers submitted may be written 
in Italian, French, English, German or Spanish; however, it 
is preferable to use French or Italian, and entrants are 
advised to submit a summary of their work in one of these 
two languages. 

Entries must be received before December 31, 1958, and 
should be addressed to l’Azienda Autonoma di Cura di Acqui 
Terme, Piemonte, Italy. 


District Nursing. 


A new magazine has been received from England with the 
title District Nursing. It is the journal of the Queen’s 
Institute of District Nursing. An editorial in this first issue 
states that. the journal will report the activities of the 
Institute at home and overseas, but its objective goes much 
further than matters of purely domestic interest. It is 
hoped that it may be used to link various aspects of nursing, 
medicine and welfare. This applies primarily, of course, to 
the National Health Service in Great Britain, but no doubt 
the magazine will be of interest to nurses and others in 
our own — 


Neurochirurgia. 


We have received the first number of a new periodical, 
Neurochirurgia, which is published in Germany and is to 
appear twice a year. In this first issue most of the articles 
are in English or French; one is in German. In each case 
the article is followed by lengthy summaries in English, 
French, German and Spanish. This new journal should be 
of interest to all those who are concerned with neurosurgery. 


Pfizer Travelling Fellowship in Clinical Medicine. 


It is announced that the Pfizer Travelling Fellowship in 
Clinical Medicine (Australia) for 1959 has been awarded to 
Dr. J. Eric Clarke, of Melbourne, on the recommendation 
of the Council of The Royal Australasian College of 
Physicians. 


Malaria in Portugal. 
In a recent bulletin from the World Health Organizatior 


malaria mosquitoes in thi 
fields, has been resumed, and 


rs aa 67 it is stated that malaria eradication in Portugal is now 
‘ almost complete. Before the war there were 15,000 cases of ; 
malaria and 500 deaths from malaria each year. Last year 
malaria was recorded in the first six months of 1958. Rice 
cultivation, which had been forbidden in order to prevent 
, once a rice importing 
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country, has become an exporter of this staple food. The 
savings thus effected more than cover the total cost of the 
malaria eradication service. 


Dr. Julian Smith. Memorial Exhibition. 


By way of recognition of the tenth anniversary of the 
death of the late Dr. Julian Smith, Kodak Limited is 
arranging for the Dr. Julian Smith Memorial Collection of 
Character Studies to be shown. in the Kodak Gallery at 
379-381 George Street, Sydney. This will be on view from 
approximately December 15, 1958, to January 17, 1959. The 
organizers of the exhibition believe that both photographers 
and non-photographers will derive inspiration from the 
brilliant technique and artistic mastery displayed in these 
photographs, which represent what is perhaps the finest 
collection of its kind in the world. They state that as this 
collection is one of Australia’s national art treasures to be 
preserved in perpetuity, a further ten years may elapse 
before it will again be publicly presented. 


Ciniversityp Intelligence. 


UNIVERSITY OF MELBOURNE. 


Tu Couficil of the University of Melbourne has approved 
the first two appointments to the new department of 
medicine, under Professor J. G. Hayden’s direction, at St. 
Vincent’s Hospital. Dr. G. C. de Gruchy will be the First 
Assistant and Dr. W. C. Boake Second Assistant. 

G. C. de Gruchy, M.D., B.S., M.R.C.P., F.R.A.C.P., M.C.P.A., 
was Beaney Scholar in Pathology at the University in 1946, 
and Assistant Lecturer in Pathology in 1947-1948. He did 
post-graduate work at the National Heart Hospital, London, 
during 1949, and in 1951 studied in America on a Rockefeller 
Fellowship. He has been physician-in-charge of the 
Hematology Clinical Research Unit at St. Vincent’s Hospital, 
Melbourne, since 1956. 


W. C. Boake, M.B., B.S., M.Sc., M.R.C.P., has had research 
and teaching experience both here and abroad, at Oxford, 


at St. Mary’s Hospital Medical School, London, at St. 
Thomas’s Hospital, London, and at the Western Reserve 
University, Cleveland, Ohio. He has latterly been attached 
to the Baker Institute at the Alfred Hospital, Melbourne. 

E. R. Trethewie, D.Sc., M.D., B.S., M.R.A.C.P., has been 
appointed to a readership in physiology as from July 1. 
He is the second Reader to be appointed in this department, 
Dr. W. T. Agar having been raised to this status in 1956. 
Dr. Trethewie has held the post of Senior Lecturer in 
Physiology from 1941 until 1944 and from 1950 until the 
present year. 

I. R. McDonald, M.D., B.S., has been appointed Senior 
Lecturer in Physiology. He has had research experience 
in both Melbourne and London, and has worked since 1955 
in the physiology department, where his research has been 
concerned with the regulation of adrenal steroid secretion. 

D. W. Menzies, M.D., Ch.B..(Glasgow), has been appointed 
Senior Lecturer in Pathology. He had previously been a 
member of the staff, and returned in July to take up his 
appointment to this newly created post. 


otice, 


THE CHILDREN’S MEDICAL RESEARCH FOUNDATION 
OF N.S.W. 


THe following is a list of donations to the Children’s 
Medical Research Foundation of N.S.W. received from mem- 
a ons the medical profession in the period October 22 to 

The Section of Pediatrics of the British Medical Associa- 
tion, N.S.W. Branch: £50. 

Dr. Bruce Mackie and Dr. Brian McGaw, Dr. R. R. Crooks, 
Dr. Wallace Freeborn, Dr. and Mrs. C. P. Gordon, Dr. Leon 
Gries: £10 10s. 

Dr. S. B. Lilley: £10. 

Dr. C. H. Wesley, Dr. E. J. T. Corblin, Dr. H. J. Daly, Dr. 
S. V. Marshall, Dr. J. F. McCulloch, Dr. L. T. Shea, Dr. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED OCTOBER 25, 1958.! 


New 


Wales.: 


Victoria. | Queensland. 


South 
Australia, 


Australian 
Northern Capital 
Territory. | Territory. 


Tasmania. Australia. 


Western 
Australia, 


Acute Rheumatism .. 2(1) 1(1) 12(1) 


Diarrh "26 “4(4) 
Encephalitis... .. 
Fila 


28(12) 


Meningococcal Infection .. 1 (1) 


Poliomyelitis 
Rubella 
Salmonella Infeetion 
Searlet Fever . 


culosis 
Typhold Fever 
Typhus 
-borne 


Louse-bome) 


50(44) 
1917) 


15(8) 


“6(1) 


“8(7) 


12(8) 


i 


1 Figures in parentheses are those for the metropolitan area. 
*Suspected cases. 
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R. B. Speirs, Dr. F. Leventhal, Dr. G. M. Davidson, Dr. 
K. W. Macleod: £5 5s. 

Dr. A. H. Tebbutt: £5. 

Dr. B. F. Elton, Dr. A. Jean Palmer: £3 3s.. 

Previously acknowledged: £7088 2s. 3d. Total to date: 
£7259 8s. 3d. 


THE COLLEGE OF PATHOLOGISTS OF AUSTRALIA. 


Victorian Branch. 


Tue Victorian members of the College of Pathologists of 
Australia will hold a scientific meeting in the lecture theatre 
of the Royal College of Obstetricians and Gynecologists, 8 
Latrobe Street, Melbourne, on Friday, November 14, 1958, 
at 5.15 p.m. The programme will be as follows: ‘“Myelo- 
fibrosis”, Dr. R. Mottram; “Irradiation Induced Leukemia 
in Mice”, Dr. D. Metcalf. Fellows and members of the other 
Colleges are cordially invited to attend. 


Che College of Radiologists of 
Australasia. 


RESULTS OF EXAMINATION FOR MEMBERSHIP. 


THE names of the successful candidates in Part II of the 
examinations for membership of the College of Radiologists 
of Australasia, held in August, 1958, are as follows: 

In radiodiagnosis: Dr. J. T. Cullen, Dr. P. Grattan-Smith, 
Dr. P. L. T. Ilbery, Dr. E. A. Jackson, Dr. D. D. Stephen 
and Dr. R. W. G. Thompson, New South Wales; Dr. V. K. 
Clifton and Dr. W. J. Matthews, Queensland; Dr. J. M. 
McKenna, Victoria; Dr. G. W. Dodd, New Zealand. a2 2 

In radiotherapy: Dr. D. P. Ewing and Dr. R. J. Healey, 
New South Wales; Dr. T. D. Johnson, Tasmania; Dr. B. 
Kynaston, Queensland. : 


Australian MWedical Board Proceedings. 


QUEENSLAND. 


Tue following have been registered, pursuant to the pro- 
visions of Section 19 (1) (a) and (c) of The Medical Acts, 
1939 to 1955, of Queensland: Nowotny, Margare Mary, M.B., 
B.S., 1956 (Univ. Queensland); Bassett, Duncan James, M.B., 
B.S., 1956 (Univ. Sydney). 

The following have been registered, pursuant to the pro- 
visions of Section 19 (1) (@) and (d) of The Medical Acts, 
1939 to 1955, of Queensland: Warnock, Robert Frederick, 
M.B., B.Chir., 1952 (Univ. Cambridge); Faulkner, Edith, 
M.B., Ch.B., 1949 (Univ. Leeds); Wildeboer, Clare Elisabeth, 
M.B., Ch.B., 1946 (Univ. St. Andrews), D.A., R.C.P. 
(London), R.C.S. (England), 1955. 

The following additional qualifications have been regis- 
tered: Meyers, Derek Harry, M.D., 1954 (Univ. Melbourne), 
M.R.A.C.P., 1954; Grarit, Peter Falconar, F.R.A.C.S., 1958; 
Windsor, Henry Joseph, F.R.C.S. (England), 1956. 


Mevical Appointments. 


Dr. O. W. Leitch has been appointed Honorary Surgeon at 
the Royal Adelaide Hospital, Adelaide. 

Dr. R. A. A. Pellew has been appointed Honorary Physician 
at the Royal Adelaide Hospital, Adelaide. 

Dr. R. A. Burston has been appointed Honorary Physician 
at the Queen Elizabeth Hospital, Adelaide. 


Mominations and Elections. 


THE undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 


James, Alexander, M.D., 1910 (Univ. Moscow) (regis- 
-tered in accordance with the provisions of Section 


17 (2A) of the Medical Practitioners Act, 1938-1958), 
7 Fords Road, Thirroul. : 

Fitzpatrick, Terence Edward Michael, M.B., B.S., 1957 
(Univ. Sydney), 7/15 Wellington Street, Bondi. . 


Deaths, 


THE following deaths have been announced: 

Iceton.—Sydney George Iceton, on November 2, 1958, at 
Sydney. : 

Byrnge.—John Edward Byrne, on October 27, 1958, at 
London. 


<i 


Diary for the Wonth. 


Nov. 17.—Victorian Branch, B.M.A.: Finance, House and 
Library Subcommittee. 

Nov. 18.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

Nov. 20.—New South Wales Branch, B.M.A.: Clinical Meeting. 

Nov. 20.—Victorian Branch, B.M.A.: Executive Meeting. 

Nov. 21.—New South Wales Branch, B.M.A.: Ethics Committee. 

Nov. Wales Branch, B.M.A.: Hospitals Com- 


Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Ha cree Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. Anti-Tuberculosis Association of New 
South Wales. The Maitland Hospital. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 


Editorial Motices. 


ALL articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully checked. 
In a reference the following information should be given: 
surname of author, initials of author, year, full title of article, 
name of journal, volume, number of first page of the article. 
The abbreviations used for the titles of journals are those 
adopted 4 the Quarterly Cumulative Index Medicus. If a 
reference is made to an abstract of a paneer the name of the 
original journal, together with that of the journal in which the 
eat has appeared, should be given~with full date in each 
instance. 

Authors submitting illustrations are asked, if ible, to 

ovide the originals (not photographic copies) of line 

rawings, — and diagrams, and prints from the origina! 
negatives of photomicrographs. Authors who are not accustomed 


_to preparing drawings or photographic heen for reproduction 
or. 


are invited to seék the advice of the Edit 

Original articles forwarded for publication are understood to 
be offered to THE MEDICAL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. 

All communications should be addressed to the Editor, TH» 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 


' New South Wales, without delay, of any irregularity in the 


delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one month. 

SUBSCRIPTION RaTEs.—Medical students and others not 
receiving THz MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate is £5 annum 
within Australia and the British Common th of Nations, 
and £6 per annum thin America and foreign countr:<s, 
payable in advance. 


